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POSTGRADUATE COURSE 
in 
EMERGENCY and TRAUMATIC 
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For detailed information 
write 


DIRECTOR 


Department of Graduate Medicine 
1430 Tulane Ave., New Orleans 











READY !—VOLUMES I, If & IT OF THE OFFICIAL 
MILITARY SURGICAL MANUALS 


Volumes I, II and III of the National Research Council’s Official Military Surgical 
Manuals are now ready. The titles of these Volumes are respectively: “Plastic and 
Maxillofacial Surgery,” “Ophthalmology and Otolaryngology,” and “Abdominal and 


Genito-Urinary Injuries.” 


Volumes IV, V and VI are in preparation and will follow in rapid succession. They 
are titled, respectively: “Orthopedic Subjects,” “Burns, Shock, Wound Healing and 
Vascular Injuries,” “Neurosurgery and Thoracic Surgery.” 


These Official Military Surgical Manuals are of special importance to physicians in the 
Service or expecting to enter it because they give the methods and technics that have 
been approved for use by the Medical Departments of the Armed Forces. They give 
the data these physicians must have and know. Physicians in civilian practice will 
find them equally valuable in daily practice. 


— i... 
3.00 
Send Orders to 
J. A. MAJORS COMPANY 


New Orleans Dallas 
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A New Edition of 
A Standard Classic 


2nd Edition 
692 Pages 
54 Color Plates 
46 other Illustrations 
$15 











DISEASES OF THE BLOOD 


By 


Roy R. Kracke, M.D. 


HE SECOND EDITION of this classic brings this compre- 
hensive treatment of the field of hematology up to the 
minute. Five new chapters totaling a hundred pages have been 
added and the text in its entirety has been thoroughly revised. 


This book contains everything known and every theory that 
has gained acceptance about the normal blood, as well as blood 
diseases, with complete diagrams, symptomatology, details of 
treatment, differential diagnosis and prognosis. More than 300 
itiustrations of individual cells in full color in 54 full pages of 
color plates of all known blood diseases are reproduced with such 
fidelity that even the minor variations show in the blood cells 
and in the bone marrow. 


Section I deals with terminology of blood diseases; Section II, 
origin and development of all normal and abnormal blood cells, 
and Section III, a thorough discussion of leukocytosis and leu- 
kopenic states, including causes, diagnosis and treatment. 


Section IV includes a detailed description of all anemic states, 
with classification, factors producing anemia, clinical and labora- 
tory findings and treatment. Pernicious anemia is discussed in 
detail, and a complete survey of anemias of children is included. 
Section V deals with all common and rare types of leukemic 
diseases with special tests for diagnosis and treatment of all 
forms, with a chapter on the x ray therapy of the leukemias. 


Section VI covers the hemorrhagic diseases thoroughly. Sec- 
tion VII includes a discussion of other blood diseases, such as 
infectious mononucleosis and polycythemia vera, with chapters 
on the bone marrow findings in all of the blood diseases, malaria, 
blood groups and transfusions, and a unique chapter on the 
blood findings of all the commonly used laboratory animals. 
Section VIII, hematologic technic. 


The American Journal of Clinical Pathology says in its review 
of the new second edition, “The illustrations and color plates 
are excellent and plentiful and complement the rest of this com- 
prehensive work. The book is highly recommended to all who 
are interested in the various phases of hematology as well as to 
general practitioners and specialists in other fields.” 


J. B. LIPPINCOTT COMPANY 


| | Philadelphia - London - Montreal 
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THE ART OF DOING THINGS WELL 


‘The weit-semnc of hundreds of thousands of diabetic 
patients would be disturbed if the strength of lots of 
Iletin (Insulin, Lilly) should vary from the potency stated 
on the label. Uniformity is assured by vigilant testing— 
tests of crude materials, tests to control processing, tests 
for purity, sterility, and stability. Data for the standard- 
ization of one master lot of Iletin (Insulin, Lilly) may 
aggregate convulsion tests on several thousand mice and 
blood-sugar curves of one or two thousand rabbits. It is 
estimated that more than a million blood-sugar deter- 
minations have been made in the twenty years of Insulin 
testing—another example of the art of doing things well. 
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A Much-Needed New Manual 


TREATMENT OF 
Fractures 


UP-TO-THE-MINUTE in Every Respect! 


SOUTHERN MEDICAL JOURNAL 


UL 








NEW BOOKS FROM 


PAUL B. da) 
HOEBER 


INC. 
MeEpIcaL Book DEPARTMENT OF 
HARPER & BROTHERS 











Here all proved, 


simple methods of treating fractures as well as the new develop- 


ments in internal fixation and in the use of sulfonamides in 
the treatment of compound fractures are concisely described 
The difference in management of 
cases in civilian practice and under military conditions are 
discussed in each instance, and the preferred procedures have 


and clearly illustrated. 


By Guy A. CALDWELL, M.D. 


Professor of Orthopedic Surgery 
Tulane University School of 
Medicine 


been reviewed by officers recently returned from the African 
and European conflicts. A thoroughly practical manual. Ready 


in November. Order now! 
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Just Published 


HUMAN EMBRYOLOGY 


By JosePH KRAFKA, Jr., M.D., Ph.D. 
Prof. of Microscopic Anatomy 
University of Georgia School of Medicine 


THIS well-integrated new text presents a com- 
prehensive view of the fundamentals of human 
embryolog y and correlates the recent significant 
discoveries in the field with clinical medicine. As 
valuable for classroom use as for the specialist 
who wishes to review the embryology of his sub- 
ject. 395 pp., 222 illus, $4.75. 


OVARIAN TUMORS 


By Samuet H. Gertst, M.D. 











Approx. 350 pp., 92 illus., $5.00. 


(LL 
The First American Work On 
Slit-Lamp Examination 


BIOMICROSCOPY 
OF THE EYE 


By Mitton L. BERirner, M.D. 
Asst. Prof. Clinical Surgery (Ophth.) 
Cornell University Medical College 


AN indispensable guide to diagnosis, this clinical 
manual and atlas describes all conditions of the 
conjunctiva and cornea as they appear in the 
slit lamp, with superb illustrations—400 in all, 40 
pages of them in eight color plates. In prepara- 
tion, take advantage of the special pre-publication 
price by ordering now. Regular price: $17.50. 
Pre-Publication price: $15.00. 


MAIL THIS COUPON ‘TODAY 


Att. Gynecologist, Mt. Sinai Hospital, . 2c 2 wk oon enc 
New Veek PAUL B. HOEBER, INC., Publishers 
i 49 East 33rd Street, New York, N. Y. 
HERE is the first modern discussion of ovarian a , 
tumors. The clinician will find methods of ft Send me the following HOEBER Books: 
diagnosis clearly outlined, the indications and | CL) CALDW ELL C) BERLINER 
contraindications for operation carefully evalu- [] KRAFKA (] GEIST 
ated, with operative procedures described in ! [Check enclosed. [] Charge my account. 
step-by-step detail. Remarkably well illustrated. | 
Ready soon. 560 pp., 312 illus., $10.50. . jos pres. 
ee hee: on eee 
OMA ig ie 
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A Constipation Corrective 
supplying the bland, demulcent, non-digestible 

bulk required for normal peristalsis 

This highly purified hemicellulose is 

My available in 4 ox. and 16 ox. bottles 

, as Mucilose Flakes and Mucilose 

Granules; and in 4 oz. bottles as 

| Mucilose Granules with Kasagra. 
Frederick Ste aT] } S & Company 
4 AN Since 1855... ESSENTIALS OF THE PHYSICIAN’S ARMAMENTARIUM 
NEW YORK KANSAS CITY DETROIT, MICH. SAN FRANCISCO WINDSOR, ONTARIO 








SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 
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F 
PANCREATIC 
TUMORS’ 






by ALEXANDER BRUNSCHWIG, 
Professor of Surgery, University of 
Chicago. 421 pages, 123 illustrations, 
1 color plate. PRICE, $7.50. 


Ee esate 


A new book in a relatively new and rapidly ad- 
vancing field, “Surgery of Pancreatic Tumors” 
presents a summary of most of the recorded 
experiences in surgery of all types of pancre- 
atic tumors. Although until just recently opera- 
tions on the pancreas were rare, repeated dem- 
onstrations that partial pancreatectomies are gen- 
erally feasible and do not entail undue risks have 
stimulated an ever-increasing interest. 


Dr. Brunschwig is a direct contributor to this 
developing interest by reason of his successful 
resection of the entire cancerous head of the 
pancreas together with practically the entire duo- 
denum in 1937, 


Beginning with history, Dr. Brunschwig takes 
up anatomy, physiology, experimental surgery 
of the pancreas, diagnostic procedures, pre- and 
postoperative care, cysts, cystadenoma and cyst- 
adenocarcinoma, benign tumor, carcinoma, op- 
erative treatment of carcinoma, both palliative 
and radical, hyperinsulinism and islet cell tu- 
mors, their surgical treatment, sarcoma, second- 
ary neopla-:ms, complications, irradiation ther- 
Excellent il- 
Send 


for your copy of this important new book today! 


apy, and complicating pathology. 
lustrative material supplements the text. 








ELMER-ROSE 
PHYSICAL DIAGNOSIS 


Here is a book which earnestly seeks to restore 
the art of physical diagnosis to its rightful place 
in medical practice. Emphasis is placed upon 
the recognition and diagnostic application of 
physical signs rather than findings as shown 
The eighth 
edition is a completely up-to-date’ revision. 


revised by HARRY WALKER. 792 pages, 
295 illustrations. PRICE, $8.75. 


CLINICAL PELLAGRA 


In this vital and fascinating book first is given 
the history of pellagra, bringing out the mis- 
takes of many earnest investigators and correlat- 
ing the facts brought out by them with the re- 
cent epoch-making advances in knowledge of 
etiology and therapy of this important nutri- 
tional disease. Then the book thoroughly dis- 
cusses the diagnosis, prevention and treatment 
of pellagra. 

by SEALE HARRIS and SEALE HARRIS, 

JR. 494 pages, 66 illustrations. PRICE, 
$7.00. 


by mechanical aids to diagnosis. 


SYNOPSIS OF PREPARATION 
AND AFTERCARE OF 
SURGICAL PATIENTS 


In this Synopsis Volume the preoperative and 
postoperative care of the surgical patient is 
described in detail, and a full discussion is given 
of the management of complicating organic dis- 
eases, disturbances of fluid and electrolyte bal- 
ance, and postoperative complications. 

by HUGH C. ILGENFRITZ and RAWLEY 

M. PENICK, JR. 481 pages, 55 illustrations. 

PRICE, $5.50. 
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The C. V. MOSBY COMPANY 
3525 Pine Blvd. 
St. Louis, Mo. 


Gentlemen: Send me the following book(s): 


..... Attached is my check __.. Charge my account 


4 

i] 

I 

' 

ae nino. ae ete eee ees PP = 

i 

1 

' 

‘pg SRM epee Sree ne eee eens Soe ee oe 














SOUTHERN MEDICAL JOURNAL October 1942 


REDUCED DOSAGE AND 
RAPID EFFECTIVENESS 


in the treatment of 


URINARY INFECTIONS 


made possible with 


MANDELAMINE 


Reg. U. 8. Pat. Off. (Methenamine Mandelate) 


hie Mandelamine embodies, in a single medication, the recognized effec- 
tiveness of mandelic acid as an acidifying agent and the efficiency of methenamine 
as a bactericidal agent a substantially smaller dosage is possible in the treatment 
of urinary infections. 


Smaller doses naturally mean lowered toxicity and lessened likelihood of accessory 
effects. The frequent nausea and vomiting attending mandelic acid therapy, the 
renal and vesicular irritation, with occasional hematuria, observed with methena- 
mine, are virtually nonexistent when Mandelamine is used. 


Due to the general elimination of routine urinary pH 
control, accessory acidification, adjustment of fluid 
intake and dietary regulation, the ease with which 
Mandelamine may be administered offers im- 
portant advantages to the physician. 


If you have not yet used Mandelamine, we 
suggest that you give it a trial in your 
practice. We shall gladly supply an ade- f, 
quate sample of Mandelamine, and mo v.y §F Mandelamine is supplied 
descriptive literature upon request. “43 pts en ‘aad 
120; in hospital packages 
of 500 and 1000. 


NEPERA CHEMICAL CO. INC. 


Per,’ 
Manufacturing Chemists YONKERS, New York 
Che a) 





Vol. 35 No. 10 


SOUTHERN MEDICAL JOURNAL 


COLUMBUS. OHIO. 
we t*T WEIGHT ONE POUND 


@ The name is never abbreviated; and the product is 


not like any other infant food — notwithstanding a 


confusing similarity of names. 


The fat of Similac has a physical and chemical com- 
position that permits a fat retention comparable to 
that of breast milk fat (Holt, Tidwell & Kirk, Acta 
Pediatrica, Vol. XVI, 1933) . In Similac the 
proteins are rendered soluble to a point approximating 
the soluble proteins in human milk . . . Similac, 
like breast milk, has a consistently zERo curd tension 
. . . The salt balance of Similac is strikingly like 
that of human milk (C. W. Martin, M. D., New York 
State Journal of Medicine, Sept. 1, 1932). No other 


substitute resembles breast milk in all of these respects. 





— 


A powdered, modi- 
fied milk product 
especially prepared 
for infant feeding, 
made from tuber- 
culin tested cow’s 
milk (casein modi- 
fied) from which 
part of the butter 
fat is removed ard 
to which has been 
added lactose, olive 
oil, cocoanut oil, 
corn oil, and cod 
liver oil concen- 
trate. 











SIMILAR TO 


—: SIMILAC 


M&R DIETETIC LABORATORIES, INC. * COLUMBUS, OHIO 








BREAST MILK ~ 
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For Soothing and Regulative Action 
in Chronic Constipation and Colitis 


(GREEN LABEL) 


With ingested liquids, Metamucil forms a soft, plastic mucilaginous 
mass—lubricating and non-irritating—promoting normal peristalsis. 

Adsorbs free gastric acids and protects the mucosa from food 
irritation. 

Does not interfere with digestion or absorb oil-soluble vitamins. 

Metamucil is a purified, concentrated vegetable 
mucilloid prepared from the seed of Plantago 
ovata (Forsk) and held in dispersion with an equal 
amount of a specially prepared dextrose. 


Supplied in 1 |b., 8 oz. and 4 oz. containers. 


6-0-SEARLE ¢co, 


ETHICAL PHARMACEUTICALS SINCE 1888 
CHICAGO 
New York Kansas City San Francisco 





a 


SEARLE 
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He came in to see me about infant feeding. I 
told him that I had been prescribing plain cow’s 
milk modified ... for over twenty-five years. 


Could he show me anything better? 


“Yes,”’ said the S-M-A man. “I can and I will. 
Doctor,did youknowthatS-M-A* is three ways 
better than most modified milk formulas. .. 
4. S-M-A resembles breast milk. 
2. It is nutritionally complete. 


3. Easier for the mother to prepare.” 


At first I was a little skeptical . . . but his 
story sounded so convincing that I promised 
to give S-M-A a fair trial. Now, by golly, I’m 
glad I did. Because S-M-A gives me excellent 
nutritional results with far less trouble. 


* * x 


Why don’t you try S-M-A in your own prac- 
tice, doctor? See if you don’t like it better. 





Busy doctors 
today— prescribe 


REG. U. S. PAT. OFF. 





i 


$.M. A. Corporation 
8100 McCormick Boulevard 


a Chicago, Illinois 











S-M-A, a trade-mark of S.M.A. Corporation, for its brand of food 
especially prepared for infant feeding—derived from tuberculin- 
tested cow's milk, the fat of which is replaced by animal and vege- 
table fars, including biologically tested cod liver oil; with the addi- 


tion of milk sugar and potassium chloride, altogether forming an 
antirachitic food. When diluted according to directions, it is essen- 
tially similar to human milk in percentages of protein, fat, carbohydrate 
and ash, in chemical constants of the fat and physical properties. 
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“Begone Jinniyeh!” 


Gone are the days when it was thought necessary to consult a witch to 
east out the female evil spirit...the jinniyeh...which possessed 
women during the menopause. Now DI-OVOcYLIN, “Ciba,” can cast out 
the “evil spirit” by a series of hypodermic injections. The effect of 
the menopause on the psyche is well recognized...the effect of 
DI-OVOCYLIN* on alleviating the symptoms of menopause is becoming 
more respected daily. 


Rapidly disappearing also is the antiquated method of designating 
pure chemical estrogens in terms of meaningless units. Authorities 
agree that only gravimetric terms should be used for such estrogens. 
Modern estrogenic therapy calls for pi-ovocyiin, “Ciba” —the most 
potent estrogenic substance clinically mg. for mg. 


LITERATURE ON REQUEST 


DI-OVOCYLIN 


THE MODERN ESTROGENIC SUBSTANCE 


® = @MoIBeA 2 
Scots cerca 
CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
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e Acolor index below 0.6, is, with the rarest 
exceptions, diagnostic of iron-deficiency 
anemia for which the specific treatment is 
oral administration of iron in a well 
assimilated form. 


‘Ribothiron’ Tablets and Elixir are de- 
signed for the prophylaxis or treatment of 
this type of anemia and provide ferrous 
sulfate—clinically the most effective and 
best tolerated form of iron—combined 
with two essential B vitamins. 

Deficiency of thiamine may impair 
gastro-intestinal functions, and as a con- 
‘ sequence, metabolism of iron and protein, 
both of which are essential to the forma- 
tion of hemoglobin. Riboflavin may also 








be of supplementary value in the treat- 
ment of hypochromic anemia, especially 
when dietary inadequacy is a factor: 
‘RIBOTHIRON’ TABLETS ‘RIBOTHIRON’ ELIXIR 
(Sugar-coated, green) (Alcohol, 10 per cent) 
Each tablet contains: Each fluid c ins: 


3er.,exsiccated.. Ferrous Sulfate..(U.S.P.) 20 gr. 
(equivalent to 4.3 gr., U.S.P.) 


0.2 mg... .. Thiamine Hydrochloride. ...1 mg. 





(Vitamin B,) 
oe ee Riboflavin.......... 2 mg. 
(Vitamin B, or G) 
How Supplied... 


*Ribothiron’ Tablets, bottles of 100 and 1000. 
*Ribothiron’ Elixir, bottles containing one pint. 





PMHTELABDELPHTA 
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FOR HYPOGONADISM AND FOR THE PSYCHIC 


DISTURBANCES OF FAILING TESTICULAR 
FUNCTION. IN GYNECOLOGY FOR THE CON- 
TROL OF FUNCTIONAL UTERINE BLEEDING 
IND FOR INPRACTABLE DYSMENORREEA. 
IN OBSTETRICS FOR THE SUPPRESSION: OF 
LACTATION AND FOR PHE RELIEF OF BREAST 
ENGORGEMENT. ORETON-ME TABLETS OF I 
MG., PACKED IN BOXES OF 15, 30, AND 10C. 


SCHERING CORPORATION 


MEDICAL RESEARCH DIVISION-~-BLOOMFIELD-NEW JERSEY 
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MUM 


to Relieve the Distress of 
GENITO-URINARY INFECTIONS 


GIVEN ORALLY, Serenium inhibits 
the growth of urinary pyogenic organisms, 
relieves discomfort and other distressing 
symptoms of infection and frequently 
shortens the course of the disease. 

Serenium (diamino 4’ethoxy azo-benzene 
hydrochloride) is an antiseptic dye of high 
purity and uniformity. It has a low toxicity 
index and a wide margin of safety and may 
be used over a considerable period of time 
without producing undesirable systemic by- 
effects. It is compatible with drugs com- 
monly used in treating genito-urinary infec- 
tions and does not interfere with whatever 
local treatment may be employed. 

In the treatment of gonorrhea, pyelitis 
(pyelonephritis), or cystitis, Serentum may 





Coad 


E. R. SquisB & SONS, Professional Service Department, 


745 Fifth Avenue, New York, N. Y. 


be used in a short or long course of medi- 
cation, as adjuvant therapy with the sulfona- 
mide drugs or with mandelic acid prep- 
arations. 

Serenium* is supplied in chocolate-coated 
tablets of 0.1 gram each, in bottles of 25, 
50 and 500. The usual dose is one tablet t.i.d. 
before meals. Full information and samples 
on request. Use your professional card or 
letterhead. 





* “Serenium” (Reg. U. S. Pat. Off.) is a trade-mark 
of E. R. Squibb & Sons. 





S.M.J. 10-42 


Gentlemen: Attached is my professional card or letterhead. Please send me without 
obligation, literature and sample of Serenium. 








aoe ~ E-R:Squres. & Sons, NEW YORK 7 


" MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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LET’S GO! DOUBLE TIME 


@ The Army’s carefully planned routine soon 
enables the rookie to put in a full day at 
“double time” without ill effects. But for the 
civilian “double time” living often results in 
faulty health habits which you as a physician 
are called upon to correct. 





When constipation exists consider the ad- 
vantages of Petrogalar* as an aid in the 
restoration of normal bowel movement. Its 
pleasant taste and gentle, consistent action 
are acceptable to even the “fussiest” patients. 


Petrogalar is available in five different 
types to afford a choice of medication best 
suited to the individual patient. 


FOR THE TREATMENT OF CONSTIPATION 
Petrogalar 


*Reg. U.S. Pat. Off. Petrogalar is an aqueous suspension of pure 
mineral oileach 100 cc. of which contains 65 cc. pure mineral oil 
suspended in an aqueous jelly containing agar and acacia. 








Petrogalar Laboratories, Inc. - 8134 McCormick Boulevard + Chicago, Illinois 
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OR today’s x-ray budgets and everyday’s un- 

limited need for high-quality radiography 
and fluoroscopy, the moderately priced G-E 
Model D3-38 Combination X-Ray Unit con- 
tains, within its range, all the essentials—and 
only the essentials—of an efficient, compact, 
flexible x-ray installation. This basic D3-38 
economy, however, is yours without sacrifice of 
quality materials or ease of operation. For many 
parts of the D3-38 are also used on much more 
expensive, higher-powered G. E. equipment. 
And the parts confined to the D3-38 alone are 
produced by skilled craftsmen who recognize no 
double-standard manufacturing methods. 


You can rely on the D3-38 for uniformly high 
quality results—results that you can duplicate 
accurately and with ease. If you want full- 
measure economy, quality, and convenience 
benefits for your x-ray dollar, it will pay you 
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THE D3-38 FOR MORE X-RAY ECONOMY, 
QUALITY, AND CONVENIENCE BENEFITS 


| 





well to check the D3-38 before you think of 
investing in any x-fay unit. For complete in- 
formation, here’s all you need do—just fill in 
and mail the handy coupon, today. 


Name. 


Please send me complete details of the 
rightly priced G-E Model D3-38 Combi- 
nation X-Ray Unit. 





Address 





City 





A210 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BiVD. CHICAGO, ILL., U. S$. A. 


a en ee 
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During the War... 


VITAMINS AT REDUCED PRICES 
DIRECT TO DOCTORS 


e We are undergoing an economic strain of foreign war and tax burdens 
at home. Many businesses are closed. Men are out of work and short of 
funds. Financial data show that the average earnings per capita are 
reduced. Whenever the economic level is depressed, the food budget is 
cut. When the American diet is lowered, vitamin deficiencies appear. 


We want our laboratories to serue our people 


THE DOCTOR IS THE JUDGE. Every physician has patients who would 
benefit by appropriate vitamin supplements. Some of these cannot afford 
to pay the customary drug store prices. Let us help. Your patient gets 
the benefit. The opinion of the physician is final. 


Ath for our price list direct lo physicians 





e In B-Complex, they are combined by NATURE in the 
oldest and best known vitamin products available to Doctors... 


BREWERS’ YEAST (HARRIS) 
POWDER 


Contains the full quota of vitamins— 
thiamin, riboflavin, nicotinic acid, pyri- 
doxine, pantothenic acid, factor W and 
the six other factors described as 
factors of the B-Complex. 


BREWERS’ YEAST (HARRIS) 
BLOCKS 


These 712 grain blocks are compressed 
from the same yeast, sold at the price 
of the powder. Such economy has not 
been offered by any other manufactur- 
ers. Contains B;, Bo, B4, Bg, nicotinic 
acid and yeast cell salts (as above). 


iis [tHe HARRIS LABORATORIES | 





YEAST VITAMINE (HARRIS) 
TABLETS 


Contain a concentrate from yeast— 
more potent than the whole yeast— 
smaller dosage—all the factors of the 
B-Complex. Palatable—proven by phy- 
sicians for 22 years. 


CRYSTALLINE VITAMINS 


1. Vitamin B; (Thiamin) — Tablets 
and sterile solution for injections. 

2. Vitamin Be (Riboflavin)—Tablets 
—usual dosage. 

3. Vitamin C (Ascorbic Acid)—Tab- 
lets and sterile solution — ampuls. 

4. Nicotinic Acid — Tablets — usual 
dosage. 
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Your Contribution to Victory — 


*~ 
45,000,000 
ADDITIONAL MAN-DAYS OF PRODUCTION 





300 ees a 
wwii 





y= annual toll of the common cold—greatest cause of dis- 
ability—is 45,000,000 man-days of working time. Therefore, 
the American Physician can make a tremendous contribution toward victory by pro- 
tecting as many patients as possible against this prime saboteur of the nation’s health. 


ORAVAX 


Brand of Oral Catarrhal Vaccine 


Protects Against Colds 


Controlled clinical studies, reported in current medical literature, demonstrate the 
effectiveness of oral vaccination with Oravax in reducing number, severity, and 
duration of colds. Reprints of these reports are available on request. 

Oravax is inexpensive, painless, and free from severe reactions. Suggested dosage 
is one tablet daily for 7 days, then one tablet twice weekly throughout season when 
colds are most prevalent. 

For your prescriptions, Oravax is available at the pharmacy in bottles of 20, 50, 
and 100 tablets. 


THE WM. S. MERRELL COMPANY * Cincinnati, U.S.A. 
Founded 1828 





Trade Mark “‘Oravax” Reg. U.S. Pat. Off. 
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HEMATINIC PLASTULES 


The value of including liver extract with iron in treating 
secondary anemias in young children as well as adults has 
been demonstrated.’ In addition to the changed blood pic- 
ture, patients’ appetites improve, irritability disappears, 
activity and alertness increase, and there is a rapid gain in 
weight. In such cases Hematinic PLASTULES with Liver 
Concentrate are of therapeutic value. Each Plastule contains 
the equivalent of 5214 grains of fresh whole liver. The iron 
content is 2.5 grains of dried ferrous sulfate U.S.P.X. per 
Plastule. Suggested dosage—2 PLASTULES three times 
daily. Supplied in bottles of 50, 100 and 1000. 


1. Maurer, S., Greengard, J., and Kluver, C.: ‘‘The Value of Liver Extract 
and Iron in the Anemia of Young Infants."’ J.A.M.A. 98:1069:1932. 


THE BOVININE COMPANY + 8134 McCORMICK BOULEVARD, CHICAGO, ILL. 








Vo 
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Will smallpox continue to decline in 1942? 


SMALLPOX VACCINE 
Lederle 


’ 


HE new “low” in smallpox incidence reached in this 
country in 1941 compares most favorably with the 
perennially high incidence reported in previous years:! 





Media 
1941 1936-40 
SMALLPOX. . . 1,368 9,574 











However, we are still far too tolerant of this dangerous 
disease. 

To avert the possible increase in the incidence of infec- 
tious diseases, which history has shown is fostered during 
war time, our government recently made the commendable 
move of advising the immunization of all children over 6 
months of age against smallpox. The success of this program, 
however, depends on the cooperation of every practitioner, 
public health official and local governing body alike. 

TOOMEY,” in a recent analysis of active immunity in small- 
pox, stressed the integrity of the immunizing agent and the 
proper technique of vaccination. Lederle now has available 
‘Smallpox Vaccine Lederle’? which has been further im- 
proved by the addition of Brilliant Green (reducing the 
bacterial count of the virus). 
The “take” with this prod- 
uct is quite satisfactory and 
its viability has not been 
diminished as compared 
with glycerinated vaccine 
cured without the dye. 





1Pub. Health Rep. 57:23,24 (Jan. 
2) 1942. 

2TOOMEY, J. A.: J. A. M. A. 119:18 
(May 2) 1942. 


PACKAGES 
“Smallpox Vaccine Lederle’’ 
.S. P.) 

1,5 and 10 vaccinations 


“Smallpox Vaccine Lederle’ (Pre- 
served with Brilliant Green) 
1, 5 and 10 vaccinations 





Supplied in glass capillary tubes, 
with sterile steel needle for 
each vaccination. 


Correct method Incorrect method 





LEDERLE LABORATORIES, INC., 30 Rockefeller Plaza, New York, N. Y. 
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nonymous 


FULLY EFFECTIVE 
VITAMIN B THERAPY 









NATURAL 
VITAMIN B COMPLEX 


Completely satisfactory therapeutic effect from 
vitamin B medication requires the use of the entire 
vitamin B complex. A dramatic nutritional re- 
sponse is obtained with natural vitamin B therapy 
derived from brewers’ yeast. FULLY EFFECTIVE 
vitamin B therapy has become synonymous with 
NATURAL vitamin B complex. 


ELIXIR 


iB-PLEX 


REG. U.S. PAT. OFF. 


The Natural Vilamin B Complex 


B-PLEX | 
FA nas 


ELIxiR OF 
Li 











Supplied in 8 fl. oz. bottles 


JOHN WYETH & BROTHER, INC. - PHILADELPHIA 
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THREE POTENT WEAPONS 


The introduction and clinical evalua- 


tion of these compounds constitute 








one of the greatest advances of all 
time in the chemical treatment of 
disease. In these chemotherapeutic 
agents the physician now commands 


potent weapons to combat a wide 





variety of conditions. 





Literature on Request 





MERCK & CO. Inc. eManufactuxing Chemists RAHWAY, N. J. 
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A MATTER OF SECONDS! 


TO COMPLETE A 
URINE-SUGAR TEST WITH 


CLINITEST 


The New Tablet Method 
SIMPLE « SPEEDY « DEPENDABLE « ECONOMICAL 








5 drops urine Drop in tablet Allow for reaction 
plus and compare 
10 drops water with color scale 


DEPENDABLE ~— CLINITEST Tablet Method is based on same chem- 
ical principles involved in Benedict’s test—excepf—no external heating 
required, and active ingredients for test contained in a single tablet. 
Indicates sugar at 0%, 4%, 4%, 34%, 1% and 2% plus. 

ECONOMICAL—Complete set (with tablets for 50 


tests) costs patient only $1.25. 
Tablet Refill (for 75 tests) —$1.25, 


Write for full descriptive 
literature 
CLINITEST Urine-Sugar Test 
and CLINITEST Tablet Refill 
are available through your pre- 

scription pharmacy. 





EFFERVESCENT PRODUCTS, INC. 
ELKHART, INDIANA 








V 
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URGE EARLY DIAGNOSIS OF PEPTIC ULCER 


AND PROMPT TREATMENT TO AVOID 
SERIOUS COMPLICATIONS. 


Amphojel’s impressive record of effectiveness 
has earned for it an important place in this 
modern treatment program. The following 
results from the use of Amphojel in the 
peptic ulcer regimen are well established: 

@ Prompt relief from pain 

@ Rapid healing of ulcer 

@ Fewer recurrences 

@ Less need for restricted diet 

- @ No alkalosis 


JOHN WYETH & BROTHER, INC., PHILADELPHIA, PA. 


*Reg. U. S. Pat. Off. 


AMPHOQJEL Yeti ALUMINA BEL 
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exist without apparent 
organic ney — 


LFOTON | 





SoLFOTON, for over ten years, has been 
remarkably effective in relieving func- 
tional symptoms. Many physicians pre- 
scribe SOLFOTON to all patients not acutely 
 SOLROTON ill and in whom diagnosis will likely 
| eee require an extended study. By that 


method, the anxiety, nervous tension, and 


as <n ae 





functional symptoms may be relieved 
Eacn Tasiet Contains: © i = . 

Phenobarbital... . 24 gr during the diagnostic period, and, through 
ene Ls gr. 
The colloidal character of the r as . a 
slur in, Souroron i pe removal of the confusing functional symp 
duce the protection o . . . 
U_S. Patent 1,954,989, toms, the organic basis, if any, of the 

Suggested Dosage illness may be more easily and quickly 
One tablet before or after v v " 
meals and at bedtime for at determined. 


least a two-weeks period. 









$98 


rs Wittiam Pp. 7 Cyth 7234 & CO. INC. v7 
he RICHMOND. vinGinia E 
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Announcing 
a supplemental aluminum therapy 


Shosphagjel 


WYETH’S ALUMINUM PHOSPHATE GEL 





en 





Aluminum hydroxide gel is accepted therapy in the manage- 
ment of peptic ulcer . . . Its impressive record of effectiveness 
suggested the development of an alternate aluminum prepa- 
ration to meet particular requirements in certain cases. 


Phosphaljel, Wyeth’s Aluminum Phos- 
phate Gel, was originated by Wyeth and 
was used experimentally in the first suc- 
cessful attempt to prevent postoperative 
jejunal ulcer in Mann-Williamson dogs. 
Some animals were allowed to develop 
Mann-Williamson ulcers and the effec- 
tiveness of Phosphaljel was further dem- 
onstrated when its administration was 
followed by prompt healing of these le- 
sions in every case. 


The suggested dosage of Phosphaljel is 
one, or occasionally, two tablespoonfuls 
every two hours during thevactive stage 
of the ulcer. Later in the course of man- 
agement, three tablespoonfuls with meals 


In man, Phosphaljel was found to be most 
effective in peptic ulcer following gastro- 
jejunostomy, a condition which appears to 
be analogous to the Mann-Williamson 
ulcer in dogs. 


These results suggest that Phosphaljel is 
indicated in those cases of peptic ulcer 
associated with a relative or absolute de- 
ficiency of pancreatic juice, diarrhea or a 
low phosphorus diet. 


and at bedtime or two tablespoonfuls six 
times daily with or between meals is rec- 
ommended. Wyeth’s Aluminum Phosphate 
Gel is supplied in twelve fluid ounce 
bottles and is available at all pharmacies. 


"Fauley, G. 8.; Freeman, S.; lvy, A. C.; Atkinson, A. ]., and Wigodsky, H. S.: Aluminum 
Phosphate in the Therapy of Peptic Ulcer, Arch. Int. Med. 67: 563-578 (March) 1941. 





PHOSPHALJEL 


Wyeths Muminum Phosphate Gel 


*Reg. U.S. Pat. Off. 


JOHN WYETH & BROTHER, INCORPORATED, PHILADELPHIA 
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Pr 


NO increase in price! 






@ VITAMINS B,-B.(G)-€ SUBSTANTIALLY increased 





- @ NIACINAMIDE, important B Complex member,added 
at | | 


* VI-SYNERAL is an excellent vitamin-mineral dietary 
supplement—in step with advancing nutrition research. 


VI-SYNERAL is personally used and widely rec- 
ommended by physicians because of its effectiveness 
Y and because it is now conceded that deficiencies in 
vitamins and minerals are usually multiple. We have 
pioneered multiple vitamin-mineral therapy since 1935. 





VI-SYNERAL contains: 


VITAMINS: A-B,-B.(G)-C-D-E-Niacinamide 
and B Complex factors. 


MINERALS: Calcium, Phosphorus, Iron, Iodine, Manga- 
nese, Magnesium, Copper, Zinc. 


















in a@ separate Funk-Dubin balance for each age 
group: (1) ADULTS, (2) INFANTS and CHILDREN— 
up to 6, (3) CHILDREN and ADOLESCENTS—6 to 16, 
(4) EXPECTANT and NURSING MOTHERS, and 
(5) SPECIAL GROUP (Middle-aged and Aged). 





LITERATURE AND SAMPLE UPON REQUEST 


GT gs. S. VITAMIN conPORATION 


@ NEW YORK, N. Y. 











Ve 
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Saint Albans Sanatorium 
RADFORD, VA. 





A modern, ethical institution, fully equipped 
for the diagnosis, care and treatment of nerv- 
ous and mental diseases and selected addiction 
cases. 2,000 feet elevation. Rates reasonable. 
Occupational and Hydrotherapy Departments. 


JAMES P. KING, M.D. 
WILEY D. LEWIS, M.D. 
FRANK A. STRICKLER, M.D. 





ALLEN’S INVALID HOME 


MILLEDGEVILLE, GA. 
For the treatment of 


NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres — Buildings Brick, Fireproof — 
Comfortable — Convenient — Site High and Healthful 

E. W. ALLEN, M.D., Department for 
H. D. ALLEN, M.D.. Department for Women 
Terms Reasonable 


Established 1890 








Increasing Demand for 
Laboratory Technicians 


ENROLL NOW FOR FALL CLASSES 


Our Course is One Year or 1500 clock 
hours, as follows: 

Clinical Chemistry, Three Months 
Hematology, Two Months” 
Applied Bacteriology, Three Months 
Tissue Technique, One Month 
Serology, One Month 
Parasitology, One Month 
Clinical Microscopy, One Month 


Write for Catalog and Descriptive Curriculum 


GRADWOHL SCHOOL OF 
LABORATORY TECHNIQUE 


3514 Lucas Avenue 
R. B. H. Gradwohl, M.D., Sc.D., Director 





St. Louis, Mo. 








St. Elizabeth’s Hospital 


Richmond, Virginia 


STAFF 

J. Shelton Horsley, M.D., Surgery and Gynecology 

Guy W. Horsley, M.D., General Surgery and Proc- 
tology 

Douglas G. Chapman M.D., Internal Medicine 

Wm. H. Higgins, M.D., Consultant in internal 
Medicine 

Austin I. Dodson, M.D., Urology 

Charles M. Nelson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 

L. O. Snead, M.D., Roentgenology 

R. A. Berger, M.D., Roentgenology 

Helen Lorraine, Medical Illustration 


Visiting Staff 
Harry J. Warthen, Jr., M.D., Surgery 
W. K. Dix, M.D., Internal Medicine 
James P. Baker, Jr., M.D., Internal Medicine 
Marshall P. Gordon, Jr., M.D., Urology 
Howell F. Shannon, D.M.D., Dental Surgery 
Administration 
N. E. PATE, Business Manager 
The operating rooms and all of the front bedrooms 
are completely air-conditioned 


School of Nursing 


The School of Nursing is affiliated with Johns 
Hopkins Hospital School of Nursing in Baltimore 
for a three months’ course each in Pediatrics and 


Obstetrics. 
Address: Director of Nursing Education 
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H. P. COLLINS, Business Manager 
Box No. 4, College Hill 
CINCINNATI, OHIO 





Cincinnati Sanitarium 
Inc. 1873 
For Mental and Nervous Diseases 


A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D. 
Charles Kiely, M.D. 
Visiting Consultants 

D. A. Johnston, M.D. 

Medical Director 














‘“*REST COTTAGE’’ College Hill, Cincinnati, Ohio 








For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 





ee tamed 
for hydrotherapy, 
massages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 
Charles Kiely, 
M.D. 
Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 
Director 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincinnati, 
Ohio 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Metrazol, Insulin, and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


JAMES A. BECTON, M.D., Physician-in-Charge 

















P. O. Box 2896, Woodlawn Station, Birmingham, Ala. Phones 9-1151 and 9-1152 
J. E. STANFILL, M.D. WALTER R. WALLACE 
Medical Director Business Manager 





simone THE WALLACE SANITARIUOM 3 pnnesscz 


For over thirty years in successful operation; just eight miles from the heart of the city, in a quiet suburb, occupy- 
ing sixteen acres of beautiful grounds, this Sanitarium is especially equipped for the treatment of drug addiction, 
alcoholism, nervous, and mental disorders, the care of patients requiring metrazol and insulin therapy and is ideal 
for convalescents. 
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THE TURNER - GOTTEN SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 
For the Diagnosis and Tr of Mental and Nervous Disorders 





Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 


Cc. C. TURNER, M.D., F.A.C.P., Neuropsychiatrist NICHOLAS GOTTEN, M.D., F.A.C.S., Neurosurgeon 

















WESTBROOK? 


SANATORIUM 


ESTABLISHED I91tt : RICHMOND, VIRGINIA 







*\ 
For the Treatment of Nervous and Mental Disorders ~ 
and Addictions to Alcohol and Drugs 











THE STAFF 









DEPT. POR MEN PT. FOR WOMEN 
JAS. K. HALL, M.D. PAUL V. ANDERSON, M.D. 







LITERATURE ON REQUEST 


DARDEN, ™ D. EDWARD H. WILLIAMS, M.D. 
» nayast i pry teang MD. REX SLANKINSHIP, 
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For Patients With 
Alcoholic Problems 


-- The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 


CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 








TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thorough- 
ly and modernly equipped. The nurses are 
specially trained in the care of nervous 
cases. 

















BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 


(Suburb of Atlanta) 


@ For Nervous and Mental Disorders 
Drug and Alcohol Addictions 


Approved diagnostic and therapeutic methods. 
Metrazol and Electro-shock in selected cases. 

Special Department for General Invalids and 
Senile Csaes at Monthly Rates. 


JAMES N. BRAWNER, M.D. 

Medical Director 
ALBERT F. BRAWNER, M.D. 

Department for Men 
JAMES N. BRAWNER, JR., M.D. 

Department for Women 





































HOYE’S SANITARIUM 


“In the Mountains of Meridian’ 
MERIDIAN, MISS. 


Diagnosis and Treatment of NERVOUS 
AND MENTAL DISEASES, ALCOHOLIC 
AND DRUG ADDICTIONS. Especially 
equipped for the treatment of MENTAL 
DISORDERS and those requiring ELEC- 
TRO-SHOCK THERAPY. Convalescents, 
elderly people and mild chronic mental 
cases also admitted. 


Write P. O. Box 106 or Telephone 524 
Dr. M. J. L. Hoye, Supt. 


Fellow of the American Psychiatric 
Association 



















$2 
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HIGH OAKS SANATORIUM 


LEXINGTON, KENTUCKY 
Dr. Sprague’s Sanatorium 


An established private hospital of thirty beds which treats selected cases of mental or nervous illness, liquor or drug 
addictions, in surroundings suggesting a private home rather than an institution. Lovely large grounds. Separate 
building for men patients. All outside rooms. Generously adequate nursing care. Hydrotherapy. Active psy- 
chotherapy individually applied Psychoanalysis if indicated. Supervised occupation and recreation. Rates on applica- 
tion, according to accommodations desired. 


Address inquiries to: DR. GEORGE S. SPRAGUE, Supt., 
Telephone: 302 Lexington, Kentucky 











DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 
315 Brackenridge Avenue Phone: Fannin 5522 


For Nervous and Mental Diseases, Drug and Alcohol Addiction and 
Nervous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved diagnostic 
and therapeutic methods. Seven buildings, each with separate lawns, each featuring a small sep- 
arate sanitarium, affording wholesome restfulness and recreation, in doors and out doors, tactful 
nursing and homelike comforts. 


G. H. MOODY, M.D. J. A. McINTOSH, M.D., F.A.C.P. 
Founder Superintendent 











McGulIRE CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 


- - « Medical and Surgical Staff .. . 


General Medicine: Urology: Obstetrics: 
James H. Smith, M.D. Austin I. Dodson, M.D. H. C. Spalding, M.D. 
Hunter H. McGuire, M.D. Charles M. Nelson, M.D. W. Hughes Evans, M.D. 


Margaret Nolting, M.D. James M. Whitfield, M.D. 


John P. Lynch, M.D. Otolaryngology: Roentgenology: 


Thomas E. Hughes, M.D. J. Lloyd Tabb, M.D. 


Orthopedic Surgery: 
Dental Surgery: 


William Tate Graham, M.D. General Surgery: we 
James T. Tucker, M.D. Seuart McGuire, M.D. Sn tae 
W. Lowndes Peple, M.D. . 
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Effective, Convenient and Economical 





: effectiveness of Mercurochrome 
has been demonstrated by twenty-two 


years of extensive clinical use. 


For the convenience of physicians Mer- 
curochrome is supplied in four forms— 
Aqueous Solution for the treatment of 
wounds, Surgical Solution for preopera- 
tive skin disinfection, Tablets and Powder 


from which solutions of any desired 


concentration may readily be prepared. 

Mercurochrome is economical because 
stock solutions may be dispensed quickly 
and at low cost by the physician or in 
the dispensary. Stock solutions keep in- 
definitely. 

Mercurochrome is accepted by the 
Council on Pharmacy and Chemistry of 
the American Medical Association. Lit- 
erature will be furnished to physicians on 
request. 
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HYNSON, WESTCOTT & DUNNING, ING. 
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THE GEOGRAPHIC PATHOLOGY OF 
ST. LOUIS ENCEPHALITIS* 


By Apert E. Casty, M.D. 
Birmingham, Alabama 


Certain peculiarities were noted in the geo- 
graphic distribution of an encephalitis of a dis- 
tinct type, which appeared in the city of St. 
Louis and in St. Louis County in 1933 and 
1937.1 The disease was concentrated in the 
vicinity of the small sewage streams, in areas 
marked by weeds, tin can dumps, ponds, and in 
communities with sewage in the open ditches. 
The disease began at a number of widely sepa- 
rated points almost simultaneously; remained 
most concentrated in the same areas throughout 
both epidemics; no areas which were significantly 
spared in the first epidemic were significantly 
affected in the second; and in each epidemic 
the disease appeared in July and disappeared 
with the advent of cold weather; clinical cases 
were not recognized in the interim. The simi- 
larity to such a mosquito borne disease as 
equine encephalomyelitis was pointed out.t 





*Read in Section on Pathology, Southern Medical Association, 
Thirty-Fifth Annual Meeting, St. Louis, Missouri, Novem- 
ber 10-13, 1941, 

*From the Department of Pathology of the St. Louis Uni- 
versity School of Medicine and the Department of Pathology 
and Bacteriology of the Louisiana State University School of 
Medicine. 

*This work was supported by the Encephalitis Fund of St. 
Louis. 

"This study was made possible by the cooperation and as- 
sistance of the St. Louis County Health Department and of 
Dr. J. Earl Smith, Epidemiologist, and Mr, Elmer Rosenthal, 
Registrar, of the St. Louis Health Division. 
tAn unpublished report on the original epidemic of 1933 in 
the entire mid-western area of the United States has come to 
our attention since our studies of the 1933 and 1937 epidemics 
in the St. Louis area, and it has become available to us since 
the presentation of this paper in St. Louis?. This report sug- 
gested mosquitoes, particularly Culex pipiens and Culex quin- 
quefasciatus, as the carriers of St. Louis encephalitis in 1933. 
Mitamura and co-workers reported the transmission in the lab- 
oratory of St. Louis encephalitis with Culex pipiens’. More 
recently the virus of St. Louis encephalitis has been recovered 
from Culex tarsalis mosquitoes trapped in an epidemic in the 
Yakima Valley in Washington‘ 5, 


The present communication describes the 
methodology of the original study in the St. Louis 
area and offers evidence that the disease was 
not spread along the traveled highways, boule- 
vards, interstate railways or navigable streams. 
It also compares the distribution of this disease 
with that of measles and scarlet fever; demon- 
trates that the congestion and the immunity 
of the population were not major factors in 
the peculiar geographic distribution. The es- 
sential feature of the study was the employ- 
ment of control series by means of which cer- 
tain variables could be eliminated or held con- 
stant, and the analysis of the material by the 
use of standard biometric procedures. 


MATERIALS AND METHODS 


On the premise that a control series in an 
epidemiologic study should differ in no respect 
from one employed in experimental work, con- 
trol cases were sought which should resemble 
the encephalitis patients in every respect, ex- 
cept the presence of the encephalitis. 


Race and Sex.—In the absence of race and 
sex bias.° no control for these factors seemed 
necessary. 


Age.—lIn both epidemics, 83 per cent of the 
persons who had the disease in a clinically 
recognized form were 20 years of age and over 
and the incidence was highest in persons over 
50 years of age. A co-efficient of correlation 
between the age distribution of the encephalitis 
patients in 1933 and 1937 was statistically sig- 
nificant (+0.915). It was found that the age 
distribution of the total population of St. Louis 
and St. Louis County (U. S. Census 1930) was 
not significantly correlated with that of the 
encephalitic patients (+-0.341). The only avail- 
able human population in the area, which was 
significantly correlated with the age distribution 
of the encephalitis patients was the mortality 
population of persons over one year of age. 
When deaths of children over one year of age 
were eliminated, it was found that the age dis- 
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tribution of persons dying from all causes in 
St. Louis and St. Louis County was significantly 
correlated with that of encephalitis patients in 
the years 1933 and 1937 (+0.679). Sampling 
correlations between the mortality population 
of 1933, 1935 and 1937 revealed no significant 
differences. 


Selection of Encephalitis and Mortality Con- 
trol Samples.—The data on the mortality popu- 
lation for 1933, 1935 and 1937 and on the en- 
cephalitis cases in 1933 and 1937 were taken 
from the official records in the St. Louis County 
and St. Louis City Health Departmentst. The 
year 1935 was midway between the epidemic 
years of 1933 and 1937 and in it no cases of 
St. Louis encephalitis were reported. For this 
reason, it was selected for the mortality sample. 

Selection of the mortality sample was neces- 
sary because it was impractical to plot the more 
than 15,000 deaths for 1935. To accomplish 
this, there were chosen all persons 5, 15, 25, 
35, 45, 55, 65, 75, 85 and 95 years of age, who 
had died in St. Louis or St. Louis County in 
the year 1935. The sample thus selected totaled 
1,214. Because this sample gave only 267 con- 
trol cases for St. Louis County, two additional 
samples were selected for St. Louis County. 
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Fig. 1 
Portions of St. Louis and St. Louis County within certain 
distances of the nearest small non-navigable streams. 
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These consisted of all residents of St. Louis 
County who died in 1935 and were 6, 16, 26, 36, 
46, 56, 66, 76, 86 and 96 years of age and all 
such persons who were 10, 20, 30, 40, 50, 60, 70, 
80, 90 and 100 years of*age. There were 
523 persons in the combined sample. There 
were no statistically significant variations be- 
tween the original and the new samples in their 
distribution for either the incorporated or the 
unincorporated communities in St. Louis County. 
The systematic erection of circles of one-half 
mile in diameter throughout the county, failed 
to reveal areas which were significantly variable 
in the three samples. The additional samples 
produced a more effective control for sparsely 
settled St. Louis County which had a prepon- 
derance of the encephalitis. 


Plotting —The fact that the disease affected 
both sexes equally seemed to indicate that its 
transmission was chiefly in places in which 
equal opportunities were available for both 
sexes to be affected. This fact, plus the fact 
that the clinical disease affected elderly individ- 
uals to a large extent, suggested the neighbor- 
hood of the home as the place in which trans- 
mission possibly occurred. The use of home 
addresses was therefore employed for both 
the encephalitis patients and for the controls. 
The home addresses of the 1,130 persons who 
had the encephalitis in 1933 and of the 518 
persons who had the disease in 1937 were 
plotted on similar maps; also on similar maps 
were plotted the home addresses of the 1,214 
persons in the mortality sample for St. Louis 
and St. Louis County, and in a different color 
were plotted the 523 addresses of the two ac- 
cessory control samples for St. Louis County. 


Method of Comparing Control and Encephal- 
itis Populations—In order to compare the dis- 
tribution of the control and encephalitis popu- 
lations, the chi-square test was employed.’ The 
purpose was to determine whether there existed 
in the area, places where (1) the encephalitis 
population was more concentrated than would 
be expected to occur by accident, and (2) the 
encephalitis population was more scarce than 
should occur by accident (P.—0.05, probably 
significant; P.—0.01, significant). These places 
were to be termed foci of concentration and 
foci of scarcity, respectively. The minimum 
sample of either the control or encephalitis 
population was such that the calculated ex- 
pected population in the place in question be 
at least 5 or more. The places were of 
various kinds: (1) the districts in St. Louis 
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and towns and villages of St. Louis County, 
(2) the areas of scarcity and concentration 
which were independent of such political sub- 
divisions as districts, towns and villages, (3) the 
environs of routes of travel such as navigable 
streams, boulevards, national highways, railroads, 
(4) the environs of non-navigable streams, weed 
areas, ditches, ponds or streams containing 
sewage. 


Districts, Towns and Villages—The outlines 
of the districts, towns and villages as were 
found on standard maps of the area were em- 
ployed. 

Areas Independent of Political Subdivisions — 
The sampling was effected by the systematic 
erection of an almost infinite variety of circles 
having identical centers and radii on control 
and encephalitis maps, and counting the number 
of encephalitis and control cases encompassed 
in such circles. The smallest circular areas 
showing significant (P.—0.01) departures from 
the expected were outlined. 


Environs of Routes of Travel—An enumera- 
tion was made in the following four categories: 
(1) The cases of encephalitis which occurred 
in the neighborhood of the route of travel, (2) 
the control cases in the same area, (3) the cases 
of encephalitis within a designated distance away 
from the route of travel, and (4) the control 
cases in the same area. Chi-square was then 
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calculated. The highways were United States 
highways 30, 40, 50, 61, 66, 67, 77, 99 and 140 
in St. Louis County (no others were listed); the 
neighborhood of the highway was defined as 
that area within the first half mile of the high- 
way, and the area away from the highway as 
that within the second half mile of the highway. 
The boulevards studied in the city of St. Louis 
were: Grand, Kingshighway, Broadway, Watson 
Road, Chippewa, Gravois Road, Manchester 
Avenue, Choteau, Market, Lindell, Page, Nat- 
ural Bridge and Florissant; the neighborhood 
of the boulevard was defined as that of the 
boulevard and within the first blocks of the 
intersecting streets; the designated distance 
away from the boulevard was defined as the 
area of the second distant streets parallel to 
the boulevard and between the second and third 
blocks distant from them. The Mississippi River 
was the only navigable stream in the St. Louis 
area other than the Missouri River, the data 
for which were too scattered and inadequate 
to permit proper analysis of the cases along it; 
the neighborhood of the Mississippi River was 
defined as the area within the first half mile 
of it; the designated distance away was de- 
fined as the area within the second half mile 
of the Mississippi River. The railroads were 
the Chicago, Burlington and Quincy, the Ter- 
minal Belt Line, the Missouri Pacific, the St. 
Louis and San Francisco, the Chicago, Rock 
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Fig. 2 
Distributon by districts of cases of St. Louis encephalitis in 
St. Louis and St. Louis County in 1933. 
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Fig. 3 
Distribution by districts of cases of St. Louis encephalitis in 
St. Louis and St. Louis County in 1937, 
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Island and Pacific, the Wabash, the St. Louis, 
Iron Mountain and Southern, and the St. Louis, 
Oak Hill and Carondelet; the railroad yards in 
the central portion of the city were included 
in the study, but other railways which cross 
the Mississippi River and enter immediately 
into the central yards could not be investigated 
individually; the neighborhood of the railroad 
was defined as the area within the first half 
mile of, and the distance away from as the 
area within the second half mile of the railways 
in St. Louis and St. Louis County. All tracks 
of all railroads were included in the study. 
Overlying data, which were not frequent, were 
treated as follows: such encephalitis or control 
cases as occurred within the first half mile of 
the railroad under consideration and were also 
within a half mile of some other railroad were 
included. Such encephalitis or control cases as 
eccurred within the second half mile of the 
railroad under consideration and were also within 
the first half mile of some other railroad were 
not included. A similar plan was followed with 
regard to the boulevards, highways and navigable 
streams studied in this analysis, and also with 
regard to the non-navigable streams in the 
paragraph below. 

Environs of Non-Navigable Streams, Weeds, 
Ditches, Open Sewerage—No maps were found 
to be reliable as to the actual status of small 
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Fig. 4 
Distribution by districts of St. Louis encephalitis in St. Louis 
and St. Louis County in the epidemics of 1933 and 1937. 
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streams in 1937, or of weed patches, open sew- 
erage, etc. The author personally examined 
every block in St. Louis and St. Louis County 
and plotted on large maps the conditions of the 
premises in the fall and winter of 1937. Streams 
were found not included on recent maps, and 
sewage in the open ditches about the premises 
was the rule rather than the exception among 
unincorporated places (Wellston and Oakland 
were over 10,000) in St. Louis County. St. 
Louis City sewerage emptied into an open 
stream, the River des Peres, and this meandered 
sluggishly throughout a large portion of the 
city (Figs. 5 and 7) and was blanketed through- 
out its course by weed areas. All small streams 
carried sewage in St. Louis and St. Louis County. 
With the exception of two isolated strips all areas 
in St. Louis County were within a half mile of 
a small non-navigable stream (Fig. 1). One 
strip extended north and south across a _ por- 
tion of University City, Clayton, Richmond 
Heights and Maplewood. The second strip ex- 
tended generally east and west across a portion 
of Shrewsbury and Webster Groves. These 
strips were among the most thickly settled 
areas in St. Louis County. In St. Louis the 
streams were River des Peres, Maline, Gingras 
and X Creeks and their tributaries (Figs. 5 and 
7). An unnamed creek (designated as X in this 

















Foci of St. Louis encephalitis in St. Louis and St. Louis County 
in 1933, calculated without regard to political subdivisions. 











nn en ee ee al 


a2On7 














Vol 35 Ne. 0 


study) which originally ran from the Missis- 
sippi River between O'Fallon Park and Belle- 
fontaine Cemetery divided at the cemetery into 
two branches. One branch followed the bed 
of what is now the Terminal Belt Line in north 
St. Louis. The other ran some blocks to the 
south. Both branches continued into St. Louis 
County in the Wellston area. In 1937 this 
stream had been largely covered over except 
for a distance within a few blocks of the city 
limits and a distance within a few blocks of 
Bellefontaine Cemetery. Several ponds existed 
along the covered portions. An uncharted branch 
of the River des Peres extended into the Oak- 
land District near Dale and Sanford Avenues, 
at their junction with Manchester Road, and 
northwest almost to McCausland Avenue. Sev- 
eral small branches of Gingras Creek in north- 
west St. Louis contained water in 1937, although 
they were not plotted on some recent maps. 
Four square tables were prepared, on which 
were listed respectively: (1) the cases of St. 
Louis encephalitis which occurred within the 
first half mile of any stream or its tributaries, 
(2) the control cases in the same area, (3) the 
cases of the disease which occurred within the 
second half mile of any stream or its tributaries, 
and (4) the control cases in the same area. 
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Chi-square was calculated from the actual and 
expected values in each category. 


RESULTS 


Certain districts in the St. Louis area had a 
significant concentration and others a signifi- 
cant scarcity of the encephalitis in the epidemics 
of 1933 and 1937 (Figs. 2 and 3). No areas had 
a significant scarcity in one epidemic and a sig- 
nificant concentration in the other, or, vice ver- 
sa; this made it possible to plot the districts 
and communities which were significantly va- 
riable in either epidemic (Fig. 4). The areas 
of concentration and of scarcity were contiguous, 
orderly in character, and relatively constant for 
the two epidemics. The unincorporated com- 
munities were more affected than the incor- 
porated communities. 

The areas with significant concentration of 
encephalitis were plotted independently of po- 
litical subdivisions (Figs. 5 and 6). These areas 
were about half in and about half out of the 
St. Louis city limits and seemed to bear no 
relation to community boundaries. Since no 
areas were spared in one and affected in the 
other epidemic the foci of concentration were 
plotted for the two epidemics (Fig. 7). 

There was no significant concentration of the 


























Fig. 6 
Foci of St. Louis encephalitis in St. Louis and St. Louis 
County in 1937, calculated without regard to political sub- 
divisions. 


Fig. 7 
Foci of St. Louis encephalitis in St, Louis and St. Louis 
County for the combined epidemics of 1933 and 1937, calcu- 
lated without regard to political subdivisions. 
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encephalitis along the routes of travel (inter- 
state railroads, motor highways, boulevards, 
navigable streams) (Table 1). In fact, the con- 
trol and encephalitis populations were so evenly 
distributed with regard to these areas (and even 
to individual highways, boulevards and rail- 
roads) that there was a statistically significant 
evidence of low sampling error. This would 
indicate that the mortality sample was an ex- 
cellent control. 

St. Louis encephalitis was significantly more 
concentrated along the terminal belt line in 
St. Louis City (x? 7.33; P—0.01) and along 
the same local railroad in St. Louis County (x? 
3.97; P—O.5) (Table 1). 

The River des Peres and its tributaries in St. 
Louis south of Forest Park were studied sepa- 
rately (Table 2). St. Louis encephalitis was 
significantly more concentrated within the first 
half mile of the stream and its branches than 
within the second half mile (x? —36.12; n—1; 
P.—0.01, significant). The chance of the ac- 
cidental occurrence of such a result is less than 
one in a million. 

The River des Peres and its branches in St. 
Louis north of Central Park were also studied 
separately (Table 2). Again the encephalitis 
was significantly more concentrated within the 
first half mile of this stream and its branches 
than within the second half mile (x? —8.76, 
n—1, P.—0.01, significant). 

The Maline, Gingras and X Creeks and their 
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tributaries in St. Louis were studied separately 
(Table 2). The disease was significantly more 
concentrated within the first half mile of these 
streams than within the second half mile (x— 
4.75, n—1, P.—0.05, probably significant). 

The two isolated strips within the second half 
mile of the nearest creeks in St. Louis County, 
as already described (Fig. 1), were first studied 
in relation to their respective communities, and 
then were combined and studied in relation to 
the other encephalitis and control cases in St. 
Louis County which were within a half mile of 
the nearest stream (Table 1). Again it was 
observed that St. Louis encephalitis was signifi- 
cantly concentrated within half a mile of the 
small streams (x—12.87, n—1, P.—0.01, sig- 
nificant). The chance of the accidental oc- 
currence of such a result is not more than one 
in every ten thousand. 


DISCUSSION 


It is extremely significant that the same 
method which disclosed no concentration what- 
soever of St. Louis encephalitis along routes of 
travel in St. Louis and St. Louis County re- 
vealed a uniform and invariably significant con- 
centration of the disease along all the small 
streams of both the city and county. 

The encephalitis, it will be recalled, was sig- 
nificantly concentrated in both the city and the 
county along the Terminal Belt Railroad wher- 
ever this railroad did not coincide with the in- 


Distribution of St. Louis Encephalitis Along Routes of Travel in St. Louis and St. Louis County 











On Off Total On Off Total 
Mississippi River 58 113 7 75 163 238 xX? 0.26 
55.61 115.39 171 77.39 160.61 238 P 0.6 
Boulevards, City 196 160 356 251 201 452 X=? 0.02 
196.95 159.05 356 250.05 201.95 452 P 0.9 
Highways, County 291 188 497 125 72 197 xX? 0.43 
294.77 184.23 497 121.23 75.77 197 P 0.5 
Railroads, City 341 226 567 356 276 632 x? 1.66 
329.61 237.39 567 367.39 264.61 632 P 0.2 
Railroads, County 299 129 428 122 61 183 x2 0.58 
294.91 133.09 428 126.09 56.91 183 P 0.4 
Terminal Belt Line, City 40 62 102 12 51 63 x? 7.33 
32.15 69.85 102 19.85 43.15 63 P 0.01— 
Terminal Belt Line, County 51 38 89 14 23 37 x? 3.97 
45.91 43.09 89 19.09 17.91 37 P 6.05— 
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terstate roads. An examination of the 1937 
route of the Terminal Belt Railroad revealed 
that the St. Louis County division followed the 
stream beds of the River des Peres and X Creek 
in the areas in which the concentrations of the 
disease had been found; similarly the St. Louis 
city division also followed the stream bed of X 
and Gingras Creeks. The right-of-way of the 
Terminal Belt Railroad in 1937 was covered 
with weeds, in contrast to that of the interstate 
railroads which were well kept, and the tracks 
of which did not follow the beds of the small 
streams. The Terminal Belt Line is used for 
switching freight and not for human travel. 
It may be concluded that the significance of the 
concentration of encephalitis lies with the stream 
beds rather than with the Terminal Railroad. 

The mathematical exactness of the distribu- 
tion of the control and encephalitis samples 
along the routes of travel indicated the excel- 
lency of the controls used. As an additional 
control, using a living population, the reported 
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cases of measles in St. Louis for the epidemic 
years of 1934 and 1937 (which most nearly cor- 
respond to 1933 and 1937, the years of epidemic 
encephalitis) were used as controls. Studies of 
the distribution of the encephalitis by districts 
in relation to measles (and scarlet fever) reveal 
the same areas of preponderance and scarcity 
of the encephalitis as when the mortality sample 
was used as a control (x*—269.97, n—25, P. 
—0.01, significant). The use of another and 
a contagious virus disease shows that the fac- 
tors of transmission of St. Louis encephalitis 
were different from the factors of transmission 
of measles in the same city. Measles is usually 
concentrated in the most congested district. 

In order to check the relation of the encephal- 
itis to the congestion, the thirteen most con- 
gested and the thirteen least congested of the 
twenty-six city districts were determined on the 
basis of the population per square mile (official 
records). The twenty-six districts were con- 
sidered twice, first for the year 1933 and sec- 


Incidence of St. Louis Encephalitis Along the Small, Non-Navigable Streams of St. Louis and St. Louis County 








Encephalitis Cases 


| Control Cases 





| 





On* Oft* Total | On* oft* Total | X? 
' ! | ' 

1. Actual 187 74 261 72 97 169 

Expected 157.21 103.79 261 101.79 67.21 169 36.12 
2. Actual 52 24 76 15 23 38 

Expected 44.67 31.33 76 22.33 15.67 38 8.76 
3. Actual 132 73 205 67 61 128 

Expected 122.51 82.49 205 76.49 51.51 128 4.75 
4. Actual 126 34 160 156 73 229 

Expected 115.96 44.04 160 166.04 62.96 229 5.37 
5. Actual 39 » a 43 67 9 76 

Expected (Off* sample insufficient for analysis) 
6. Actual 681 38 719 717 82 799 

Expected 662.16 56.84 719 735.84 63.16 799 12.87 
Total St. Louis City and County: 

Actual 1052 209 1261 871 263 1134 

Expected 1012.5 248.5 1261 910.5 223.5 1134 16.51 








*On, within the first half-mile of the nearest stream. 
Off, within the second half-mile. 


(1) Encephalitis and control cases in St, Louis in relation to the River Des Peres and its branches in south and southwest 
St. Louis. (2) The same in relation to the River Des Peres and its branches north and northwest of Forest Park in St. Louis. 
(3) The same in relation to Maline, Gingras and X creeks and their tributaries in St. Louis. (4) The same in relation to the 
tributaries of the River Des Peres in the communities of University City, Clayton, Richmond Heights and Maplewood in St. Louis 
County. (5) The same in relation to the tributaries of the River Des Peres in Shrewsbury and Webster Groves in St. Louis 
County. (6) The same in relation to all small streams in St. Louis County. (Note that this survey includes all small streams 
in St, Louis County. The only areas more than one mile distant from the nearest small stream were in St. Louis City.) 
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ond for the year 1937. The relationship is shown 
in the following tabulation: 


ENCEPHALITIS IN 1933 AND 1937 
(DISTRICTS USED TWICE) 























Districts | Prevalent Scarce Indefinite Total 

Most congested 

Actual 3 14 cc) 26 

Expected 5 10.5 10.0 26.0 
Least congested 

Actual 8 7 11 26 

Expected $5 10.5 10.0 26.0 
Total 

Actual 11 21 20 52 

Expected 11.0 21.0 20.0 52.0 








There was no correlation between St. Louis 
encephalitis and the congestion of the popula- 
tion. On the contrary, the analysis suggests 
that the disease tends to be associated with 
the areas of least congestion (x*—4.806, n—2, 
P.—0.09, suggestive but not significant). 

St. Louis encephalitis has been shown, up to 
this point, to be significantly concentrated with- 
in the first half mile of small streams as com- 
pared with the concentration within the second 
half mile of these streams. The only areas in 
either St. Louis or St. Louis County which were 
more than a mile from the nearest small stream 
were in central and downtown St. Louis. Here 
the distances from the nearest small streams 
ranged from one to five miles. An analysis of 
the relative concentration of the disease within 
the first half mile, the second half mile and 
finally in areas more than a mile from the nearest 
small stream was made (Table 3). Sixty-four 
per cent of the cases of encephalitis in the two 
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epidemics were found to have occurred within 
the first half mile of the nearest small stream, 
whereas only 33 per cent of the population re- 
sided in this area. It was further found that 
76.5 per cent of the cases of encephalitis had 
occurred within the first mile whereas only 49.6 
per cent of the general population resided within 
this area. On the other hand, only 23.5 per 
cent of the cases of encephalitis occurred more 
than a mile from the nearest small stream, where- 
as 50.4 per cent of the population lived at this 
distance. The rate of encephalitis adjacent to 
the small streams was thus more than four 
times the rate for the areas more than a mile 
removed and three times the rate for the area 
more than half a mile removed. This concen- 
tration along small streams was true for both 
epidemics. 

In order to check the significance of the 
concentration of St. Louis encephalitis near small 
streams, it was necessary to determine whether 
all concentrations of the disease were so related. 
To demonstrate this, circles with radii of one- 
half mile were constructed systematically over 
the entire area of St. Louis and St. Louis County 
on maps on which were plotted both control and 
encephalitis cases. The number of cases in each 
group was listed for each circle and the sta- 
tistical significance of the sample variations was 
calculated (Figs. 5,6 and 7). It was found, with 
one single exception, that the extreme limits of 
every area of preponderance were within half 
a mile of the nearest stream. In the single ex- 
ception, the extreme limit of the area was less 
than a mile from the nearest stream (Fig. 7). 
Furthermore, there were no foci of concentra- 
tion of the encephalitis in either the city or the 
county which were not related to the small 
streams. On the other hand, every significant 
area of scarcity was more than a mile from the 
nearest small stream. The areas or preponder- 


Distribution of St. Louis Encephalitis in Relation to Small, Non-Navigable Streams in St. Louis and St. Louis County 
Encephalitis Population (City and County) 





Rate of 








| 
a P } } Control Estimated Population : + 
Distance (miles) Crses Per Cent } =. s > ati Ye 2 Encephalitis 
| | Sample Population Per Cent Per 100,000 
0.00-0.49 1052 63.8 397 338,006 32.7 31.12 
0.50-0.99 209 $2.7 205 174,537 16.9 11.97 
1.00-5.00 387 23.5 612 521.057 50.4 7.43 
Total 1648 100.0 1214 1,033,600 100.0 
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ance were contiguous and were relatively the 
same for the two epidemics, and the same is 
true of the areas of scarcity. There was uni- 
versal presence of weeds and tin can dumps along 
the small streams and the almost universal pres- 
ence of sewerage in them. In the fall of 1937, 
the author, with this possibility in mind, ex- 
amined every block and every portion of every 
block in the city of St. Louis and St. Louis 
County, and plotted on maps all ponds, tin can 
dumps, weeds, etc., which were observed. No 
feature except the presence of weeds and of 
small sewage streams was recognized as con- 
stantly associated with the concentration of the 
encephalitis in the two epidemics. 

The presence of weeds, ponds and tin can 
dumps in relation to the concentration of the 
encephalitis offers a perplexing problem. It 
can as well be argued, from the evidence sub- 
mitted, that it was the presence of the weeds 
rather than of the small streams which was 
related to the concentration of the disease. In 
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fact, in northern St. Louis, where the disease 
was concentrated along the Terminal Belt Line, 
there was a stretch of almost two miles in 
which the stream bed had been covered up but 
along which the weeds grew abundantly. 


According to one theory St. Louis encephalitis 
affected elderly people on the edge of the city 
because it was a contagious® disease which had 
been endemic in the heart of the city. If this 
were true, many, if not most, elderly people in 
the heart of the city would have been immune. 
A study of the age distribution of the encephal- 
itis cases, however, proves this idea not to be 
tenable. The data for the 1933 epidemic were 
not in a readily usable form, but the age distri- 
bution of cases and the controls in the 1937 
epidemic for the districts with a preponderance 
and those with a scarcity could be tabulated 
(Table 4). There was no significant difference 
in the age distribution of the encephalitis popu- 
lation in the areas of scarcity and of preponder- 
ance, nor were there variations in the age dis- 


Comparison of the Age Distribution of St. Louis Encephalitis and the Controls (Mortality Sample) in Districts of Preponderance 


and Scarcity 








Encephalitis Cases 





Actual Cases 


| Expected Values 











Age Grouping Preponderance | Scarcity Total | Preponderance Scarcity d2/m 
0-19 20 22 42 22.87 19.13 0.79 
20-39 27 25 52 28.31 23.69 0.13 
40-59 53 34 87 47.37 39.63 1.46 
60-79 50 44 94 51.18 42.82 0.06 
80-99 3 3 6 3.29 2.73 0.05 
Total 153 128 ° 281 153.00 128.00 
(n-4, P-0.5; not significant) 


Control Cases 





0-19 5 25 30 6.52 23.48 0.45 
20-39 20 82 102 22.17 79.83 0.27 
40-59 46 213 259 56.29 202.71 2.40 
60-79 94 276 370 80.42 289.58 2.94 
80-99 13 45 58 12.61 45.39 0.01 

Total 178 641 819 178.00 641.00 
(n-4, P-0.2; not significant) 
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tribution of the mortality control population for 
the same districts. In fact, the tendency, al- 
though not significant, was for older persons 
to be affected in larger numbers in the areas 
of scarcity, which suggested that endemicity, if 
it existed at all, was situated in the areas of 
preponderance. 


CONCLUSIONS 


St. Louis encephalitis was found to be sig- 
nificantly distributed along the small streams in 
St. Louis and St. Louis County, all of which car- 
ried sewerage, and in areas characterized by 
weeds and garbage dumps; and it was signifi- 
cantly scarce in both epidemics in those areas 
not characterized by weeds, open sewage and 
ponds. Using an adequate control series and 
biometrical methods, no foci were found along 
the most traveled highways in St. Louis County, 
along the principal boulevards in St. Louis. 
along the interstate railroads, and there was 
no relation of the disease to congested housing. 
There was no evidence that in 1937 the popu- 
lation in the heart of the city where the disease 
was significantly scarce contained more immune 
persons than were to be found in the areas of 
greatest concentration of the disease. In fact, 
there was a possibly significant preponder- 
ance of immune persons in the areas of great- 
est concentration (the disease occurred in the 
same districts in 1933). The distribution of the 
disease was different from that of measles. The 
possibility of a mosquito vector was considered. 
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DISCUSSION (Abstract) 


Dr. J. Earl Smith, St. Louis, Mo—The fact that a 
disease has occurred and spread in all parts of the 
world makes it certain that climate or other environ- 
mental factors which are peculiar to any less limited 
area cannot be essential factors in its transmission. 


Conversely, the fact that a disease occurs only within 
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well defined geographic limits may constitute presump- 
tive evidence that some environmental condition pecu- 
liar to these areas is necessary to its propagation. 

The distribution of a disease in various subdivisions 
within the area of occurrence may also be significant 
of the general conditions requisite for transmission. A 
fairly uniform distribution not consistently related to 
such conditions as climate, density of population, and 
habits of life, indicates that the conditions of trans- 
mission are simple, as for example, in the case of measles 
and influenza. 

An irregular distribution, characteristically high in 
certain localities and low in others, suggests that the 
environment associated with the higher prevalence may 
provide the special conditions necessary. 

Dr. Casey has concerned himself with this latter 
problem as related to the epidemiology of St. Louis 
encephalitis. The implication of his thesis that an 
insect vector, more particularly the mosquito, may be 
involved in the transmission of St. Louis encephalitis, 
does not, it seems to me, fit in with the entire known 
epidemiologic story of St. Louis encephalitis. For in- 
stance, in both the 1933 and 1937 outbreaks, our sta- 
tistical data showed a striking increase in the incidence 
of the disease with age and an even more notable in- 
crease in the fatality with age. 

Recent studies on equine encephalomyelitis in Massa- 
chusetts, where certain species of mosquito were in- 
criminated, as reported by Feemster and Getting, of 
the Massachusetts Department of Public Health, reveal 
that infants and children under ten years of age con- 
stituted 70 per cent of the cases. Contrast this with 
our St. Louis figures, where in both 1933 and 1937 
over 90 per cent of the cases occurred in persons over 
ten years of age. 

In explaining the higher incidence in children, Get- 
ting, in a separate report observes that during the 
summer infants are often left to sleep outdoors, some- 
times without protective netting, and are unable to 
defend themselves against mosquitoes; moreover, chil- 
dren under ten who play outdoors the greater part of 
the day, are less efficient than older groups in pro- 
tecting themselves since they do not react to a mos- 
quito until it has bitten them. Thus, infants and 
children who sleep or play outdoors are more likely 
to be bitten than older persons who, taught by experi- 
ence, react to the buzzing or alighting of a mosquito. 

Getting also comments that man or animal outdoors 
is exposed ten times as much to the chance of infec- 
tion as he is in a buildinz: 

Based on this line of reasoning and presuming the 
possibility of the mosquito as a vector, it is quite 
difficult to explain our much higher incidence among 
the less mobile, because of their age, and hence the 
more sheltered members of our population. 

The figures are 62.6 per cent of cases over forty 
years of age in 1937; 62.9 per cent of cases over forty 
years of age in 1933. A mosquito vector in St. Louis 
encephalitis does not, it seems to me, fit in with this 
age pattern. 

As the studies in both the Eastern and Western 
types of equine-enchepalomyelitis have definitely estab- 
lished certain species of mosquitoes as vectors in the 
transmission of these diseases, it is only natural to 
attempt to establish an insect vector, most likely the 
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mosquito, in the role of the major factor in the trans- 
mission of St. Louis encephalitis. 

Although the mosquito experiments during the 1933 
outbreak were all negative under a wide variety of 
experimental conditions, we cannot say that the pos- 
sibility of transmission in nature is finally disproved. 

As to the effect of climate on these various disease 
outbreaks, I should like to quote from the late Wade 
Hampton Frost: 

“The seasonal fluctuations in rates of prevalence 
which are characteristic in many diseases can usually 
be explained, if at all, only in the light of fairly definite 
knowledge of other associated epidemiological features; 
hence, considered by themselves, these fluctuations must 
be interpreted most cautiously. The seasonal distribu- 
tion may, however, support or negative a particular 
hypothesis as to the means of spread of a disease of 
uncertain epidemiology. For instance, the charac- 
teristic summer prevalence of poliomyelitis, together 
with certain other features of its occurrence, suggests 
that the infection may be transmitted by insects; but 
the fact that even occasional epidemics occur in severe 
winter weather excludes a large group of insects from 
concideration as obligate parasites.” 

I do not personally know of any “proved winter 
outbreaks” of St. Louis encephalitis but the analogy 
with poliomyelitis in other known respects is so close 
as to suggest a similar epidemiology for St. Louis en- 
cephalitis. 

The available evidence on the epidemiology of St. 
Louis encephalitis as summarized in Public Health Bul- 
lettin 214, “Reports on the St. Louis Outbreak of En- 
cephalitis,” is as follows: 

“In view of the trend of the insect experiments, 
the diffuse fashion in which poliomyelitis, except in 
the most intense epidemics, spreads through a com- 
munity without apparent contact between cases, and 
in view of the radial spread of this epidemic of en- 
cephalitis by communities but not by individual cases, 
it appears likely that human contact, chiefly through 
unrecognized carriers, is the method of infection here, 
but that susceptibility, in which age is an important 
factor, determines who will contract the disease in any 
infected community.” 


No significant new findings have been established 
to add to this summary made in 1933, so far as I know. 


The demonstration of St. Louis encephalitis virus in 
certain species of mosquitoes would not necessarily mean 
that mosquitoes play the predominant role in its trans- 
mission. Other associated factors would of nece:sity 
be necessary to clinch its whole epidemiology. 


The tremendous technical advances made in virus 
work during recent years will undoubtedly give us an 
answer to the possibility of an insect vector in the 
transmission of St. Louis encephalitis, in the near future. 


Dr. Margaret G. Smith, St. Louis, Mo—An analysis 
of the distribution of St. Louis encephalitis such as Dr. 
Casey has given us offers a possible lead for future 
investigation, and certainly a stimulus for it. 


We have considered, I believe, two principal modes 
of transmission of the disease: first, transmission by 
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some insect vector; and, second, transmission by direct 
contact, possibly by admission of the virus through the 
nose and throat. 

The recent observation of Hammond, in Meyer’s 
laboratory, that the virus of St. Louis encephalitis 
could be isolated by means of mouse inoculation in 
one of approximately a hundred pooled lots of mos- 
quitoes, adds some weight to the idea that the mos- 
quito may tran-mit the disease. He has also demon- 
strated neutralizinz antibodies for the virus of St. Louis 
encephalitis in the blood of a number of species of 
animals and birds. This again would suggest that 
these animals and birds may act as a reservoir in nature 
from which some insect vector may transfer the disease 
to man. 

Important information on the subject might be 
gained by a detailed anatomical study of the brains 
of human cases of encephalitis; that is, a study of 
the distribution of lesions in the brain. Bodian and 
Howe have used this method very successfully in 
studying poliomyelitis. Their work with human brains 
and the brains of experimental animals has shown very 
clearly, that one can pick out the tracts in the central 
nervous system that have been involved, and apparently 
determine to a considerable extent what pathway the 
virus has used to enter the central nervous system. 

In the study of the brains of human cases of polio- 
myelitis, no evidence has been shown that the virus 
enters the brain by way of the olfactory tract, but 
rather evidence that it entered by way of the pharynx 
or possibly the gastro-intestinal tract. Such a study 
has not been made of brains in the case of St. Louis 
encephalitis and, if made, might give us very definite 
information as to whether the virus entered by way 
of the olfactory tract. 

Studies with the experimental disease in mice make 
it clear that this method can be used to study 
St. Louis encephalitis as well as poliomyelitis, and it 
seems to me that it is a method of study that the 
pathologist should make use of. 


Dr. Goronwy Owen Broun, St. Louis, Mo—The 
status of mosquito transmicsion of this disease at the 
present time is as follows: The distribution of the 
cases of St. Louis encephalitis as Dr. Casey has pointed 
out, is such as you would expect from an insect-borne 
diszase where the insect lives along streams. That 
would be in favor of the mosquito as vector. 

It would be necessary, of course, to show that mos- 
quitoes biting an infected animal could acquire the 
virus. That has been done in the case of St. Louis 
encephalitis, by Webster, in the case of the Anopheles 
mosquito, and in our own laboratory we have shown 
that the Culex pipiens, which is the most common mos- 
quito in this neighborhood, is able to harbor the virus 
after biting an infected animal. 


Thirdly, it should be possible to find infected mos- 
quitoes in an epidemic neighborhood. That has been 
done, as Dr. Smith has pointed out, with mosquitoes 
captured in the state of Washington during an epi- 
demic, a variety of Culex, Culex tarsalis, being found 
spontaneously infected with the virus. 


Locally here we have captured mosquitoes in the 
last several years, but I would like to point out that 
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this was in the period between the epidemic outbreaks. 
So far in this area we have not found any infected 
mosquitoes. 

There is a final point still needed to prove the pos- 
sibility of mosquito transmission of St. Louis encepha- 
litis. So far it has not been demonstrated that once a 
mosquito acquires the virus and bites a second animal, 
that the animal will become infected with encephalitis. 
Webster attempted to do this with infected Anopheles 
mosquitoes, and we have done similar experiments 
with infected Culex. The animals bitten by the mos- 
quitoes did not become ill with encephalitis. 

It is, of course, known that the virus, when injected 
under the skin of mice does not cause encephalitis. 
If injected into a nerve or introduced into the nasal 
passage so that it comes in contact with the olfactory 
nerve, then the animal becomes infected. The proof 
of transmission by the bite of infected mosquitoes is 
therefore still missing in evidence needed to prove 
mosquito transmission. 

Recent work has shown that in the case of lympho- 
cytic meningitis, the temperature to which the mos- 
quito is subjected prior to biting an animal is important, 
and this may be a factor in the transmission of St. 
Louis encephalitis. 

Still another method of transmission deserves some 
mention, namely, entry of the virus through the gastro- 
intestinal tract. That the intestinal tract is a possible 
portal of entry for the infection is shown by the ob- 
servations of Harford, Sulkin and _ Bronfenbrenner. 
These investigators have shown that an adult mouse 
after devouring infected young, may become infected 
with encephalitis. 

Dr. Mezera working in our laboratory introduced 
the virus directly into the gastro-intestinal tract by 
injection after laparotomy. In only one instance among 
fifty did the virus so introduced into the intestine result 
in production of encephalitis. 


Dr. Maurice Couret, New Orleans, La—The maps 
plotted by Dr. Casey bring back to my mind maps 
that were plotted during the 1905 and 1907 outbreaks 
of yellow fever in New Orleans. I am very much 
impressed with the similarity between the focal distri- 
bution of encephalitis and yellow fever. It suggests 
the possibility of an insect-borne infection, since the 
foci were all near a stream or overflow lands. 


Yellow fever, as you remember, is transmitted by 
a mosquito that breeds in cisterns or any receptacle 
containing water that may be left in the back lots 
about residences. The species has an all day flight 
so that young and old and middle age individuals who 
are about may be infected. Dr. Casey tells us that 
encephalitis apparently is more or less limited to adults. 
This is what happens, for the most part, in malaria 
because the Anopheles which is strictly a night flyer 
does not contact the children who are in bed behind 
screens at this time. Therefore, in considering a mos- 
quito as a transmittor of encephalitis we should look 
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for a species whose flight is after sunset and not during 
the hours that the children are about. 

Besides the Anopheles, there are several varieties of 
Culex that fly mostly or entirely after night fall. | 
know of some varieties whose flights are limited to one 
or two hours after sunset and about the same length 
of time before sunrise. I should look first among these. 

Then there are other insects besides the mosquito 
that should be thought of: among others, some of the 
gnats and some varieties of sand flies that breed near 
pools and swamps and fly after dark. These should 
not be forgotten in looking for a carrier among the 
insects. 

In transmission of disease by insects there are two 
factors that should be considered: the period during 
the course of the disease at which the insect can be 
infected, and the length of time required for the de- 
velopment of the virus in the insect. If the virus is 
transmitted by mechanical means, these factors of 
course need not be considered. 

There is much work to be done when we attempt 
to connect an intermediary host with the transmission 
of any disease, but from Dr. Casey’s maps and his other 
observations on this type of encephalitis I certainly 
believe that it would be worth while to give much 
thought and work to this method of transmission. 


Dr. Casey (closing).—We neglected to mention that 
with regard to the distribution which we found along 
these small streams in the weed and the tin can areas, 
during both epidemics it was a hot, dry year, when 
evaporation was rapid, and the sewerage concentration 
was great. Such a distribution with regard to the 
three general types of mosquito would represent Ano- 
pheles to some extent, but almost entirely Culex, and, 
as Dr. Couret says, not the Aedes. 

Distribution in this irregular manner (such as Dr. 
Smith has brought out) indicates that it is something 
odd, and not human transmission as a major factor 
in initiating the epidemic. 

Now, of course, we cannot say from these studies 
that human contact as an important factor does not 
take place once the epidemic is started. All we can 
say is that something existed along these streams in 
these weed and tin can areas, which started the epi- 
demic in those same places in two different epidemics, 
and which remained there as the principal forms 
throughout both epidemics. 

It is the distribution for Culex mosquitoes, and, so 
far as we know, not of ticks. I am not sure about the 
gnats, Dr. Couret. I neglected to look that up. How- 
ever, with regard to poliomyelitis, which has been 
mentioned, we have had an opportunity to study that 
this summer, and the gnats have been mentioned very 
commonly in our histories of cases of poliomyelitis. 

The contact histories in poliomyelitis, however, run 
very high, and the only insect which we have been 
able to involve is the fly, in poliomyelitis, but contact 
has run in Walker County, Alabama (from one case 
to another), as high as 60 to 80 per cent. 
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REGIONAL ILEITIS* 


By Ancus K. Witson, M.D. 
R. BRYAN GRINNAN, M.D. 


and 


H. G. AsHBuURN, M.D. 
Norfolk, Virginia 


According to Goldstein,’* Combe and Saun- 
ders were first to describe the disease which 
is now popularly known as regional ileitis. In 
1905, Senn*® described it for the first time 
in this country; but it was not until Crohn, 
Ginsburg and Oppenheimer* described four- 
teen cases and applied the above name that it 
became firmly established in our literature. 
Crohn and his associates,* in their first pub- 
lication, thought the disease limited to the ter- 
minal ileum, but subsequently® subscribed to the 
views first expressed by Colp® and also by 
others,’ 1 2° °° that any part of the digestive 
tract may become involved. Probably a term 
such as ‘nonspecific granulomatous enteritis” 
would be more accurate, but awkwardness of 
expression and the necessity for a localizing 
word or phrase will probably prevent its uni- 
versal adoption. 

Regional ileitis is important clinically because: 
(a) it is much more common than is generally 
realized, as is attested by the reports of various 
writers* *° 24 2531 on aspects of large numbers 
of cases and the fact that Crohn and his asso- 
ciates*® 1° have two hundred cases; and (b) 
because in a fairly large proportion of the 
cases reported by Mayo and Judd,** patients 
had been operated upon previously and the 
true diagnosis either was missed or, in the 
realization that a “disease condition” existed, 
the abdomen was closed without corrective meas- 
ures having been taken. 


Etiology—The disease under consideration is 
a nonspecific inflammatory granuloma of the 
intestine. Felsen’® believed it due to dysen- 
tery bacillus infection, but other workers have 
been unable to substantiate his opinion. Crohn 
and Rosenak® had no positive cultures and 
only one positive agglutination against dysen- 
tery in sixty cases, and out of two hundred 
cases, Crohn and Yunich' were able to re- 
cover dysentery organisms from only two. 


*Received for publication March 23, 1942, 
*From the Roentgenological, Medical and Surgical Services, 
respectively, Hospital of St Vincent de Paul, Norfolk, Virginia. 
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Furthermore, the latter authors think it sig- 
nificant that no known cases of regional ileitis 
have developed in a group of 250 nurses who 
were known to be ill with bacillary dysentery 
during an endemic in 1938. 

Klemperer, who investigated Crohn’s earli- 
est cases,» and Pumphrey** in an exhaustive 
study of material at the Mayo Clinic were un- 
able to isolate any specific causative organ- 
ism. However, and although its nature has 
escaped detection, there appears to be a pos- 
sibility of specific bacterial etiology in the light 
of Crohn and Yunich’s record of two families 
in which, respectively, two and three siblings 
developed regional ileitis. No relationship with 
intestinal tuberculosis has been proved. 

Koster, Kasman and Sheinfeld** were un- 
able to obtain positive Frei tests in any of 
seven cases, and so concluded there is no re- 
lationship to lymphogranuloma inguinale. 

Many contributory causes, for example, 
chronic appendical disease,!® chronic recur- 
ring ileocecal intussusception,” trauma, for- 
eign bodies, ulcers and extra-peritoneal infec- 
tions*’ have been described, but the present 
attitude is to consider that 


“the exact etiology and pathogenesis of regional ileitis 
has not been determined; that it appears to be a 
nonspecific inflammatory process, initiated perhaps by 
a variety of factors and aggravated by various con- 
stituents, bacterial and otherwise, of the _ intestinal 
content.’’13 


Pathologic Considerations. — Three general 
facts are of importance, namely: (a) except in 
the early, acute stages, the pathological changes 
are irreversible, (b) the disease tends to extend 
orally and (c) it is not uncommon to find iso- 
lated areas of disease separated by normal 
bowel (so-called “skip-area” involvement). 

The essential process is a progressive prolif- 
erative inflammation involving all of the in- 
testinal coats. The mild, acute initial stage in 
which edema causes obliteration of mucosal 
folds, separation of muscle fibres and _ focal 
hemorrhages may resolve and permit the in- 
testine to return to normal. If, however, prog- 
ress takes place, mucosal ulcers and abscesses 
form and fistulae develop; the ulcers are char- 
acteristically serpiginous along the mesenteric 
attachment of the bowel. The fistulae may end 
blindly in the mesentery or communicate with 
adjacent organs, such as intestine, bladder and 
in the female, the vagina. External fistulation 
usually follows a surgical operation, notably 
appendectomy, but Penner and Crohn*’ have 
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one case of lumbar fistulation due to regional 
ileitis without preceding operation. These au- 
thors estimate that fistula in ano is caused by 
and a complication of 14 per cent of cases of 
regional ileitis. They refer to a case reported 
by Snapper in which a perinephritic abscess was 
due to regional ileitis. 

Coincident with injury and destruction, there 
is proliferation and repair. The mucosal ulcers 
may become covered by regenerated simple 
columnar epithelium with a resultant smooth 
surface and loss of mucosal folds. Granulation 
tissue formed at the ulcer sites is followed by 
fibrosis which causes thickening of the intesti- 
nal wall and, with scar tissue contraction, gives 
rise to stenosis of the bowel lumen. The steno- 
sis causes obstruction, which varies in degree 
with the extent of narrowing, and dilatation of 
bowel lumen proximal to the affected region. 


Clinical Considerations—Symptoms depend 
upon the stage and degree of involvment. Crohn, 
et al.° proposed four chief clinical stages: 
(a) symptoms similar to those of acute ap- 
pendicitis, (b) symptoms of ulcertive enter- 
itis, colicky abdominal pain, diarrhea with mu- 
cous and sometimes bloody stools, loss of weight 
and secondary anemia, (c) obstructive symp- 
toms, usually incomplete and characterized by 
crampy abdominal pain, borborygmi, distention, 
nausea and vomiting and constipation, and (d) 
fistulation. In individual cases the symptoms 
depend upon the predominating process, that 
is, whether inflammatory or obstructive, and 
this consideration doubtless accounts for the 
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marked discrepancy in comparative frequency 
of symptoms reported in various series (Ta- 
ble 1). 

The duration of symptoms is usually of years 
rather than months; Mayo and Judd** found 
extremes of one week and eighteen years, with 
an average of 2.63 years. The majority of cases 
are in the second and third decades, but no 
age group is immune. 


Radiologic _ Considerations——By _ properly 
planned and executed roentgenologic examina- 
tions regional ileitis can be diagnosed with vir- 
tual certainty and, of great importance, the 
surgeon may know, in advance of his operative 
procedure, the extent of involvement. The latter 
consideration is of real importance when “skip- 
area” implication is present. 

As a rule patients are referred primarily for 
examination by barium enema because of symp- 
toms suggestive of entero-colitis. It frequently 
happens that the terminal ileum cannot be made 
to fill and consequently only indirect evidence 
of the nature of involvement may be obtained: 
the more important findings in this regard are 
(a) spasm of the sphincter of Busi, a circular 
band of muscle which separates the cecum from 
the ascending colon’ and which is manifested 
by a bud or teat-like contracture of the cecum*! 
(Fig. 1), and (b) stiffness or irregularity, espe- 
cially on the medial aspect, of the cecal wall. 
In the majority of cases gastro-intestinal study 
by means of ingested barium suspension is neces- 
sary; the four, six and nine-hour examinations 
are especially important. 
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(a) 2 cases had nausea without vomiting. 

(b) Within year prior to admission. 

(c) Includes 12 cases with abdominal pain other than cramps. 
(d) Outstanding feature, 

(e) Not a feature. 


Table 1 
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Cases of acute regional ileitis are not ordi- 
narily examined by the radiologist because the 
symptoms are indicative of acute appendical 
disease. Koster and his associates,** how- 
ever, studied several in the acute phase and 
concluded that the significant roentgenologic 
findings are (a) uniformity of intestinal lumen 
diameter, (b) absence of segmentation and pe- 
ristalsis and (c) stiffness of involved intestine. 
These are the findings one would expect in 
the presence of edema of the intestinal coats; 
obliteration of mucosal pattern from the same 
cause would also be anticipated in this stage. 

In more advanced stages there is irregularity 
of intestinal outline with constant filling defects 
and out-pouchings due to ulcer, abscess and fis- 
tula formation. Normal bowel flexibility is lost 
because of fibrosis, and this, with scar tissue 
contraction, causes attenuation of the bowel 
lumen to a thin, streak-like shadow, the so- 
called ‘“‘string sign’* 2° (Fig. 2). Proximal to 
the region of involvement the intestine is dis- 
tended and delay of emptying time beyond the 
normal nine hours is evident. 


Treatment. — Thorek** says that chemo- 
therapy has been tried but the results have been 
disappointing. X-ray therapy, tried in a few 
cases'* 27 has not been encouraging. Cutler’! 
believed surgery to be of little value except 
when obstruction or abscess is present, and 
advocated medical management for the re- 
mainder of cases. The majority of writers advo- 
cate surgical intervention except in the acute 
phases, Colp,® Crohn,* Cutler, Thorek*? and 
Zaborowsky,** among others believe that when, 
at operation an acute regional ileitis is found, 
the abdomen should be closed without perform- 
ance of an appendectomy because of the danger 
of subsequent fistula formation. Sneierson and 
Ryan*! believe appendectomy permissible in such 
cases since they had no fistulation in six 
cases so treated; they claim support for their 
contention by Woolsey.** 


Surgical Considerations—When the disease 
has become well established, the essential find- 
ings at operation are: : 

(1) Rather sharp demarcation between dis- 
eased and grossly healthy bowel (Fig. 3, a; 
4, c). 

(2) Rough, granular appearance of the se- 
rosa. 

(3) Tubercle-like nodules on the serosa. 


(4) Swelling, redness and stiffness of the 
bowel wall. 
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(5) Edematous, inflamed mesenteric fat 
which may tend to encircle the intestine.*° 

(6) Varicosity of blood vessels. 

(7) Hyperplasia of neighboring lymphatic 
glands. 

Such changes are irreversible and, when 
found, surgical intervention in the form of 
one or two-stage operation is indicated. 

By one-stage operation is meant ileocolostomy 
and resection of diseased bowel at the same pro- 
cedure. Although this method was successful 
in both of our cases, the modern trend is to- 
ward two-stage operation, by which is meant 
division of the ileum with ileocolostomy as 
the initial procedure, and later, if necessary, re- 
section of the diseased intestine. Because of 
the marked tendency of regional ileitis to spread 
orally, it is essential that the ileum be divided 
and that the site of section be well proximal 
to the region of involvement; if these two con- 
ditions be not fulfilled, recurrence is practically 
certain. 











Fig. 1, Case 1 
Appearance of colon upon barium enema examination, 
showing well marked spasm of the cecum. The con- 
tracture was persistent in post-evacuation and double 
contrast studies, 
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Colp® and Crohn‘ have found that in the 
majority of cases only the first part of the 
two-stage operation need be done; they have 
repeatedly found, when going back to resect 
diseased ileum, well healed, fibrosed intestine. 
Their present procedure is to reserve the second 
stage for those patients in whom (a) fistulation 
takes place, (b) the temperature remains ele- 
vated, (c) there is continuous loss of weight, 
and/or (d) the hemoglobin level falls. It is 
worthy of note that eleven different surgeons 
operated upon the hundred cases reported by 
Mayo and Judd** and two-thirds of the opera- 
tions were of the two-stage type. 

Prognosis —Koster, Kasman and Sheinfeld?? 
concluded that extensive involvement, espe- 
cially if the jejunum. be implicated, and recur- 
rence are the most unfavorable factors. They 
found a general mortality of 14 per cent in 65 
resected cases; in 15 cases, where a simple 
side-track operation was performed, 13 cures 
resulted, one patient died and one had a per- 
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sistent fistula. In eight cases with early form 
of disease, cure resulted without recourse to 
surgery, but six other cases, under similar man- 
agement, required operation. Mayo and Judd’s 
mortality rate for one-stage operations was 21,9 
per cent of 32 cases; 64 two-stage operations 
were performed with two hospital deaths. Of 
the 62 patients, who had had two-stage opera- 
tions, discharged from hospital they were able to 
follow 57 and found that only three had died. 
Colp was reported by Crohn‘ to have per- 
formed a series of 43 two-stage operations with- 
out any deaths. Two cases were seen by us in 
St. Vincent’s Hospital in the past year. 


CASE REPORTS 


Case 1—D. W., a colored woman, aged 21, was ad- 
mitted to the medical service of Drs. W. B. Martin 
and R. Bryan Grinnan on December 5, 1940, with a 
chief complaint of diarrhea which had been present 
for 3 weeks and which had been characterized by 
seven to eight stools, the nature of which she had 
not noted, during each 24 hours. In September, 1939, 
she had been symptomatically treated, evidently with 








————- 











A 


Fig. 2. Case 1 


Spot films of terminal ileum six hours after ingestion of barium sulphate suspension. 


pression. 


A with, and B without com- 


Marked irregularity of lumen outline is seen at (a). At (b) there is shown complete loss of normal mu- 


cosal pattern with irregular distribution of opaque medium over the altered surface. At (c) is shown narrowing of the 


lumen (“‘string sign’’). 


This was pressnt and persistent throughout fluoroscopic examination and in serial films. 
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success, in the Out-Patient Department, for nausea, 
yomiting, abdominal pain and constipation. She stated 
in her admission history (December, 1940) that she 
had not had any fresh food for a long time until two 
or three days prior to hospitalization, but that she 
felt a little improved after drinking milk. 

She was extremely thin and poorly nourished. The 
only positive physical findings were a few moist rales 
in the right mid-anterior lung field and some pigmen- 
tation, thought to be due to burns but suggestive of 
avitaminosis, about the inner aspects of both knees. 
The abdomen was negative for abnormal masses or 
tenderness; the uterus and adnexa on admission were 
normal. Roentgen examination of the chest (A. K. W.) 
showed healthy lung fields, with no evidence of recent 
tuberculosis. 

Laboratory investigations indicated a 
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repeated blood transfusions, she had gained sufficient 
strength. In the interval she complained almost con- 
stantly of right lower quadrant abdominal pain, but 
the mass was not always palpable. 

On December 30, gastro-intestinal roentgenologic 
examination (A. K. W.) revealed abnormality of the 
terminal ileum characterized by irregularity of outline 
due to filling defects and out-pouchings, narrowing of 
the barium stream (“string sign”), absence of peristal- 
sis, rigidity and tenderness on palpation. The area 
of this abnormality corresponded to the palpable ab- 
dominal mass. A diagnosis of regional ileitis was 
submitted (Fig. 2). 

At operation, January 7, 1941 (H. G. A.), a granu- 
lomatous condition was found involving the terminal 





marked degree of secondary anemia (red 
cells 2,670,000, hemoglobin 52 per cent, 
white cells 5,650) and this persisted 
throughout her stay in the hospital de- 
spite repeated transfusions and injections 
of liver and iron. The Wassermann and 
Kline had been negative on her out- 
patient adminssion in 1939 and were 
still negative at the time of her hospi- 
talization. Gastric analysis showed hy- 
poacidity, with a total acidity of 34° 
following histamine. Urinalysis revealed 
albumin, pus and renal cells; urine cul- 
ture showed hemolytic streptococci. There 
was occult blood in the stools on ad- 
mission, but no ova or parasites could 
be found; stool culture disclosed B. coli, 
Proteus vulgaris and Aerobacter aer- 
ogenes. 


Proctoscopy (R.B.G.) demonstrated a 














few dilated anal veins and a few areas 
exuding pus and mucus about six inches 
above the muco-cutaneous boundary, but 
no evidence of ulceration. 

Diagnostic possibilities of avitaminosis 
(pellagra), dysentery, malnutrition and 


Fig. 3, Case 1 


External surface of gross specimen. The zone of demarcation between grossly 
diseased and apparently healthy bowel is at (a). A large lymph node is 


seen at (b). 





pyelonephritis were considered. The first 
was abandoned when, after seventeen 
days of vitamin therapy, she failed to 
show any improvement. Sulfathiazole, 
given in an attempt to clear up the uri- 
nary infection, had to be stopped after 
administration for one day because of 
sharp rise of temperature attributed to it. 
Diarrhea was not a feature of her ill- 
ness during hospitalization; on the con- 
trary, she required enemas on many oc- 
casions for the relief of constipation. 
On December 17, she complained for 
the first time during this illness of right 
lower quadrant abdominal pain and a 
tender mass was palpable in that region. 
Barium enema examination (A. K. W.) 
failed to show any filling defect or ob- 
struction of the colon, but revealed a 


a 














teat-like contraction of the cecum 
(Fig. 1). The terminal ileum could not 
be made to fill. 
had to be postponed until, by rest and 


Fig. 4, Case 1 

: : . Mucosal surface of gross specimen showing, at (a) ulceration along mesenteric 
Further investigation border, (b) narrowing of ileocecal sphincter by thickened bowel wall. The 
demarcation between grossly healthy and diseased bowel is seen at (c). 








nine inches of ileum and the cecum. The diseased 
bowel was thickened, stiff and studded with small 
tubercle-like nodules; its surface was rough and red- 
dened. The ascending colon appeared to be healthy. 
The appendix was involved in the mass. The uterus 
and tubes were infantile, apparently free of disease; 
the liver was apparently normal. About sixteen inches 
of ileum with the cecum and proximal half of the 
ascending colon were resected. The proximal end of 
the sectioned ileum was implanted, side-to-side in the 
colon by means of a Murphy button. 

Postoperatively she ran a persistent remittent type 
of fever which ranged from 99° to 102°, for which no 
satisfactory cause could be discovered. The Murphy 
button was passed on January 19. On February 5, 
she was afebrile and was discharged from the hos- 
pital. Since then she has been seen on several occa- 
sions and has had no recurrence of intestinal disorder; 
she had gained in weight and apparently was in 
good health. 


Pathologic Examination—Dr. A. F. Strauss reported 
upon gross examination (Figs. 3 and 4): “The speci- 
men consists of a piece of ileum and colon, 48 cm. in 
length, 9.5 cm. of which is large intestine. The 
proximal 18 cm. of ileum and distal 5.5 cm. of colon 
show no remarkable changes. Beginning with a rather 
straight boundary at which the mucosa is reddened 
but not overhanging or sloping, the inner surface of 
the ileum is grayish red and granular in appearance 
and is covered by whitish-gray, irregularly shaped mem- 
branes and much mucus. In the upper (proximal) 
portion there is an island of elevated dark red mucosa 
1.0x2.5 cm. in dimensions. Villi are entirely absent 
from all involved portions. The wall thickness is 
increased to about one centimenter and the ileocecal 
valve is narrowed to about one centimeter in diameter. 
The mucosal surface of the cecum and colon is similar 
to that of the ileum except that there are a few fresh 
hemorrhages in the colon mucosa. The serosa, com- 
mencing about two centimeters above the described 
mucosal changes, appears whitish, with reddish ad- 
hesions, and is thickened; just at the boundary of the 
ileal ulceration it has flat whitish, occasionally brown- 
ish nodules, none of which are in excess of two milli- 
meters in diameter. There are three lymph nodes 
varying in diameter up to 1.0 cm. at the ileocecal 
angle; their cut surface has a grayish-red translucent 
appearance. The appendical mucosa is not altered and 
is sharply defined from that of the cecum.” 


Microscopic Findings—-A section from the proximal 
boundary of the ulceration shows increased round and 
plasma cell infiltration in the mucosa. The submucosa 
is slightly thickened and similarly infiltrated, chiefly 
perivascularly. A smaller artery shows a coat of 
round cells; its wall is partly necrotic, infiltrated with 
neutrophils and the lumen contains a fibrinous throm- 
bus. The mucosal margin is slightly undermined at 
the beginning of the ulcerated area; the surface of 
this area consists of a slightly vascular granulation 
tissue with abundant round and plasma cells and neu- 
trophils in the superficial strata. Inflammation ex- 


tends along the vessels into the muscular layer. The 
subserosa is thickened and contains some lymphocytes. 
In other sections of the ileum the inflammation is 
more intense, the subserosa is markedly thickened and 
edematous with large lymph follicles, fibroblasts and 
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capillary proliferation. In the cecum the serosa almost 
resemble: the granulation tissue of the mucosa. The 
lymph nodes show sinusoids filled with fluid, swollen 
mobilized reticulum cells, round cells and occasional 
eosinophils. The lymphatic tissue near the hilum js 
of distinctly plasmacellular composition. 


The pathologic diagnosis was regional enteritis. 


Case 2.—Mrs. E. B., aged 44, white, was admitted 
to St. Vincent’s Hospital August 24, 1941, as a private 
patient of one of us (H. G. A). Her chief complaint 
was of profuse irritating vaginal discharge and an 
eczematous condition about the vulva of approximately 
four months’ duration. There had been no menstrual 
irregularity. She had had occasional slight lower ab- 
dominal pain and had lost some weight. Except for 
irregular slight flatulence, there had been no symptoms 
of digestive disturbance. There was no history of 
diarrhea or dysuria and prior to the onset of her 
present illness she had been in good health. 

Blood pressure was 104/62. The only contributory 
physical findings wer: with reference to the abdominal 
and vaginal examinations which discloz-ed a mass about 
the size of an orange in the right lower quadrant of 
the abdomen; it was of elastic consistency. There 
was a profuse mucopurulent vaginal discharge and 
about the vulva there was an eczematous dermatitis 
which extended onto the perineum. Urinalysis showed 
a slight trace of albumin, occasional pus and a few 
epithelial cells. The hemoglobin was 64 per cent, 
red blood cells 3,390,000; white cells 13,100; polymor- 
phonuclears 71 per cent; lymphocytes 24 per cent; 
mononuclears 3 per cent; eosinophils 2 per cent; Was- 
sermann and Kline were negative. 

An experienced consultant confirmed the opinion 
that the abdominal mass was probably an enlarged 
cystic ovary and that the purulent discharge with 
eczema were of gynecologic origin. She was accord- 
ingly posted for operation without further investigation. 


Upon abdominal operation, August 25, 1941 (H. G. 
A.), a mass of granulation tissue was found in the 
region of the ileum and cecum. This mass involved 
the lower ten inches of the ileum and was causing 
partial intestinal obstruction due to _ inflammatory 
adhesions to the transverse colon. The loop of small 
bowel was also included in this inflammatory mass. 
The growth itself involved about six inches of the 
ileum, but the ileocecal valve was apparently free. The 
uterus and tubes were normal; there was much pelvic 
relaxation. No masses were felt in the liver. 

The obstruction was freed. The terminal ileum was 
resected and the appendix was removed. An end-to- 
side ileocecostomy, using a Murphy button, was done. 

Her postopzrative course was entirely uneventful. 
The Murphy button was removed from the rectum 
on September 12, and she was discharged from hospital 
the following day. Since then she has been examined 
several times and has always been entirely free of 
symptoms and complaints. The vulvar eczema and 
vagin2l diz:charge disappeared almost immediately fol- 
lowing operation. 


Pathologic Report (Dr. A. F. Strauss).—Grossly, 
the specimen consists of 30 cm. of ileum convoluted by 
dense thick adhesions which bind one portion, wall to- 
wall, tightly together. The mucosa of the proximal 
15 cm. is smooth; that of the remainder is much 
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roughened by deep grayish pits and projecting reddish 
nodules. Associated with this is increased thickness of 
wall from about 0.7 cm. to an average of about 1.2 cm. 
Where the wall is thickened the diameter of the lumen 
js narrowed by at least one-half that of the unthickened 

rtion. Microscopically, the mucosa of the intestine 
is markedly edematous and infiltrated with round cells, 
plasma cells, eosinophils and some neutrophils. The 
infiltration extends into the submucosa and between 
the septa of the muscular layer. There is likewise 
proliferation of capillaries and inflammatory infiltra- 
tion into the subserosa. In some regions the mucosa 
shows superficial necrosis with many neutrophils. There 
are a number of giant cells within the granulation 
tissue, some of which possibly are derived from the 
layers of the muscularis mucosa. In some sections 
the arrangement of lymphocytes in the subserosa is 
distinctly follicular, occasionally with a germinal centre. 
Another ulcer shows a markedly eosinophilic infiltra- 
tion at its base, and the underlying muscular layer 
shows a diffuse infiltration with round cells, eosino- 
phils and some histiocytes. 


The diagnosis is terminal ileitis. 
SUMMARY 


Two cases of regional ileitis have been pre- 
sented. The first was characterized by slow 
onset and manifestation of indicative symp- 
toms and signs. Ultimately it showed charac- 
teristic findings, especially upon roentgenologic 
examination. A one-stage operation has appar- 
ently controlled the disease for over a year. 
The second case was notable in that the symp- 
toms and signs were of gynecologic disease which 
disappeared promptly following relief of the 
causative regional ileitis; it emphasizes the 
necessity for being prepared to deal with this 
disease whenever the abdomen is opened. 


CONCLUSIONS 


(1) Regional ileitis is an inflammatory granu- 
loma of unknown etiology. Experience would 
indicate that it is being. successfully diagnosed 
and treated with increasing frequency. 

(2) The symptoms and signs of especial im- 
portance are (a) diarrhea, (b) a tender, pal- 
pable abdominal mass, (c) symptoms of incom- 
plete obstruction following preceding abdominal 
pain, (d) secondary anemia and (e) loss of 
weight with anorexia. 

(3) The roentgenologic signs are best elicited 
following ingestion of barium sulphate sus- 
pension. 


_(4)-In early acute cases surgical interven- 
tion, especially appendectomy, is contraindi- 
cated. In advanced disease section of the ileum 
well proximal to the upper limit of involvement 
is essential; the proximal end of the sectioned 
ileum should be anastomosed to the transverse 
colon.® 7 
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(5) If, subsequent to section and anastomo- 
sis of the ileum, the patient fails to make sat- 
isfactory progress, the diseased bowel may be 
resected at a second operation. 
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CORNEAL VASCULARIZATION IN 
ARIBOFLAVINOSIS* 


By Wa. Cocuran, M.D., 
N. M. DeVaucun, M.D.,7 


and 


LANE ALLEN, M.D. 
Augusta, Georgia 


Out of the large field of avitaminosis has 
come the clinical appreciation of the still larger 
field of subclinical vitamin deficiencies. Con- 
stantly attempts are being made to discover 
more sensitive methods of detection. 


The syndrome of riboflavin deficiency was 
first induced experimentally by Sebrell and But- 
ler. '* They described a cheilosis or macera- 
tion at the angles of the mouth, denudation of 
the buccal mucosa, a grey color of the lips, 
and a seborrheic accumulation at the nasolabial 
folds. About this time Bessey and Wolbach* 
reported vessels in the cornea in ariboflavinotic 


*Received for publication April 20, 1942. 

*From the Departments of Medicine and Anatomy, University 
of Georgia School of Medicine. 

7Fellow in Medicine supported by grant in aid by John and 
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rats. Using a _ slit lamp, Sydenstrickert5 
studied the eyes of patients on a riboflavin 
deficient diet and found congestion of the 
sclera and superficial vascularization of the cor- 
nea and opacities as specific lesions of aribo- 
flavinosis. 

It has heretofore been impossible to photo- 
graph the finer ramifications of corneal vascu- 
larization in the human eye and picture them in 
relation to the normal due to technical diffi- 
culties such as proper lighting and immobiliza- 
tion of the eye over the period of exposure. 
We succeeded in obtaining the complete picture 
of corneal vascularization by removing the eye 
and orbital contents postmortem, injecting the 
ophthalmic artery with india ink and then 
mounting the anterior portion of the eye on a 
slide in glycerin. Figs 1 and 2 show the 
normal and abnormal (ariboflavinotic, slit lamp 
diagnosis) sclerocorneal regions of the human 
eye. No human eyes with corneal opacities were 
available for injection and photography. We 
were able, however, to obtain heavy vasculariza- 
tion of the corneal opacities in avitaminotic 
rats. This vascularization is shown in Fig. 3. 
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Fig. 3 


Vascularization of a corneal opacity in the white rat. 
the normal extent of its branches. 


Beyond these are seen, 


India ink injection shows the circular artery of the limbts and 


filled with blood, the capillary arcades characteristic of 


riboflavin deficiency-and arising from the arcades, the large dilated engorged capillaries of the corneal opacity. S, sclera. 


C, cornea. 


P, plexus of dilated capillaries in corneal opacity. A, circular artery of limbus (photomicrograph). 
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Fig. 1 
Comparison of vascularization of sclerocorneal region in normal (Fig. 1) 


C, cornea. L, limbus. 
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THE TREATMENT OF GRANULOMA 
INGUINALE* 


By Harry M. Rosrnson, M.D. 
and 
Harry M. Rosinson, Jr., M.D. 
WITH THE SURGICAL ASSISTANCE OF 
Harry S. SHELLEY, M.D. 


and . 


Howarp B. Mays, M.D. 
Baltimore, Maryland 


Many therapeutic procedures, chemical and 
physical, have been used in the treatment of 
granuloma inguinale since it was first reported 
a clinical entity by Conyers and Daniels,! and 
the etiologic agent demonstrated by Donovan? 
The first form of therapy to be advised in the 


ee 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Thirty-Fifth Annual Meeting, St. Louis, 
Missouri, November 10-13, 1941. 

*From the Department of Dermatology and Syphilology, Uni- 
versity of Maryland. 
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and ariboflavinotic human eyes (Fig. 2). 


Note capillary arcades extending beyond the limbus in Fig. 2 (photomicrograph). 





treatment of this condition was excision (Conyers 
and Daniels). Not until 1913 was a satisfac- 
tory chemotherapeutic agent, antimony and po- 
tassium tartrate (tartar emetic), used by Aragao 
and Vianna.* On the basis of this report, tartar 
emetic was further investigated by Pardo,‘ Low 
and Newham,° Randall, Small and Belk,® Johns 
and Gage,’ Weinberg,® Hazen and his associates,” 
Cole,*° and by Manson-Bahr.'' All of these 
agreed with Aragao and Vianna that tartar emetic 
had curative value in the treatment of granuloma 
inguinale. Of these investigators Randall, Small 
and Belk claimed that the results with tartar 
emetic were as striking as the effect of arsphena- 
mine on the lesions of syphilis; and Weinberg 
said that healing could be observed in 48 hours. 
On the other hand, Cole reported that relapses 
were frequent, and Fraser,” reporting on 16 
cases, had 62.5 per cent failures. He believed 
that the prognosis of granuloma inguinale was 
poor and that the results with tartar emetic 
were disappointing. 

Williamson and his co-workers’ reported in 
1933 on a new antimony compound, sodium 
antimony-III biscatechol disulphonate of so- 
dium, known commercially as fuadin, with which 
they treated 14 cases, reporting cures in all. 
They found this compound to be more quickly 
effective and to cause less untoward reactions 
than tartar emetic. Rajam,™ using the same 


drug, treated 25 cases with satisfactory results. 
Robertson and Sharp" also reported satisfactory 
results with fuadin and claimed that it healed 
cases in which tartar emetic failed. 
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Randall,’® in 1923, used sodium antimony 
thioglycollate and triamide of antimony thio- 
glycollate and reported satisfactory and rapid re- 
sults. Hazen and his associates and Robinson’ 
also used these drugs and found them to be ef- 
fective. 

Ross,'* in 1939, reported rapid healing of gran- 
uloma inguinale lesions with the internal admin- 
istration of sulfapyridine. 

Some investigators, among them Macleod,’ 
Aragao,*” Cole, Manson-Bahr and Greenwood,”4 
not wholly satisfied with the results of chemo- 
therapy, advocated a return to the original 
method of excision of lesions first suggested by 
Conyers and Daniels. Fraser, however, thought 
that excision was unsuccessful. 

Roentgen therapy has also been used success- 
fully by Macleod and by Manson-Bahr, but Fra- 
ser and Aragao state that it is of questionable 
value, while Rajam, Randall and his group and 
Cole believe it to be of no value at all. Green- 
wood used diathermy fulguration successfully in 
the treatment of 22 cases. 


MATERIAL FOR STUDY 


This report concerns the results of the treat- 
ment of 62 cases of granuloma inguinale treated 
in the Department of Dermatology of the Uni- 
versity of Maryland, over a sufficient length of 
time to judge the value of the type of treatment 
used. All patients in this series were negroes. 
Of these, 23 were males and 39 were females. 
There were 15 patients between 15 and 20 years 
of age; 43 between 20 and 40; and 4, over 50. 

The duration of the disease was less than six 
months in 25 of these patients; between 6 
months and 1 year in 8 cases; between 1 and 2 
years in 12 cases; and from 2 to 17 years in 17 
cases. 

If the lesion measured 5 cm. or less it was 
termed “localized;” such lesions responded more 
readily than larger lesions to tartar emetic or 
excision. Nineteen patients in this series had 
localized lesions and 41 had extensive lesions. 
In some of the cases with more extensive lesions 
there was involvement of the rectal or urethral 
mucosa. 


METHODS OF TREATMENT 


Antimony and potassium tartrate (tartar 
emetic) was employed in the treatment of 54 
cases; in 28 of these it was the only method 
of treatment used. In our experience it was 


found that the drug, to be effective, should be 
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freshly dissolved in sterile distilled water. Stock 
solutions of tartar emetic in ampoules were of 
little value. A freshly prepared 1 per cent solu- 
tion was used and treatment was given intra- 
venously in ascending doses beginning with 3 
c. c. given 3 times a week, increasing 1 c. ¢, 
each week until the patient’s tolerance had been 
reached. 

Antimony sodium thioglycollate was given to 
2 cases, both of which had been previously 
treated with tartar emetic; fuadin* was used in 
5 cases, 4 of which had previously received other 
types of treatment; anthiomaline* (lithium anti- 
mony thiomalate) was used in 13 cases, 9 of 
which had previously received other types of 
treatment. These drugs are available in stock 
solutions in ampoules. Fuadin and anthiomaline 
are given intramuscularly, and antimony sodium 
thioglycollate intravenously. 

Three patients were treated by desiccation of 
the lesions, 2 of whom had received previous 
treatment of tartar emetic. Sixteen patients 
were treated by excision of the lesions, and of 
these, 14 had been treated by other means (1 
of whom had been previously treated by desicca- 
tion). 

Roentgen ray treatment was employed in three 
cases, all of whom had received other types of 
treatment. These patients received 1 skin unit 
(erythema dose) daily. Silver nitrate stick was 
used in 2 cases. Five per cent sulfathiazole oint- 
ment was used in 2 cases, and 1 case received 
sulfapyridine by mouth. 

This paper is not primarily concerned with 
reactions produced by the antimony compounds, 
but it was noted that those drugs given intra- 
muscularly caused less reactions than tartar 
emetic given intravenously. The only reactions 
experienced were nausea and vomiting and occa- 
sionally rheumatoid pains. 


RESULTS 


In 54 patients (Table 1) treatment was begun 
with tartar emetic, 19 of whom were cured. 
The number of doses necessary to bring about a 
cure varied from 6 to 50 treatments; the amount 
of drug necessary to cause healing varied from 
27 to 415 c.c. Treatment was continued, how- 
ever, for from 1 to 3 months after the lesions 
healed. Six patients showed partial involution, 


*Thanks are due to the Winthrop Chemical Company for the 
necessary supply of fuadin. 

+Thanks are due to Merck & Company, Incorporated, for the 
necessary supply of anthiomaline. 
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TARTAR EMETIC 


ee OF Chee ONE Ko a 
Smallest number of doses to cause healing — 2-6 
Largest number of doses to cause healing —..-........_ 50 
Smallest number of c. c. to cause healing 0... 27 
Largest number of c. c. to cause healing — 415 


Number of cases to heal with tartar emetic as only drug 
given —- Se Ra ee EC . 19 





Transferred to other procedures because of resistance to 





tartar emetic 26 
Partial healing with tartar emetic, but lost before completion 

of treatment " imbientneiiatinnda: - @ 
Lost before any improvement noted — 3 





Table 1 


but lapsed and were lost from observation. 
Twenty-nine patients were resistant to tartar 
emetic. Of these, 3 lapsed and were lost from 
observation, and 26 were given other types of 
treatment. 

In the course of this experience with granu- 
loma inguinale, it has been noted that the pa- 
tients who did not respond favorably after 2 
months of treatment with the antimony com- 
pounds did not show any further improvement 
when the course of antimony therapy was pro- 
longed. As long as improvement was observed 
with tartar emetic injections, such treatment was 
continued until a cure was obtained. If, how- 
ever, improvement was not noted after 2 
months of treatment, other therapeutic measures 
were considered, including different antimony 
compounds, such as fuadin, anthiomaline and 
antimony sodium thioglycollate and operative 
procedures. Many of these patients had received 
1 to 3 years of tartar emetic therapy prior to ad- 
mission to the dermatologic clinic of the Univer- 
sity of Maryland. In spite of this, it was the 
tule to give at least 2 months more’ of tartar 
emetic therapy before changing the type of treat- 
ment. 


Antimony sodium thioglycollate was used in 
the treatment of 2 patients who had previously 
been treated with tartar emetic. Under this new 
therapy the lesions healed promptly with 6 and 
8 doses, respectively. 

Fuadin was administered to 5 cases (Table 2); 
in 1, this was the only drug used. It caused 
partial healing, but the patient lapsed from treat- 
ment and was lost from observation. In 4, fu- 
adin was used to supplement tartar emetic, and 
in 1 case it caused complete healing; 1 case was 


FUADIN 
Number of cases treated — ear EoeN 2 5 
Number receiving previous treatment with antimony drugs 
and given fuadin because of failure of other compounds oS 
Number tartar emetic resistant cases to heal with fuadin 1 
Number of cases to heal with fuadin alone : 0 


Outcome of remaining cases 


Three fuadin failures, 2 lost, 1 excised, 1 changed from 
faudin to anthiomaline did not heal, was excised. 





Table 2 


lost from observation, and 2 were treated by ex- 
cision because of antimony failure. 

Anthiomaline was used in treating 13 cases 
(Table 3); 4 received only this drug. and a cure 
resulted in all. In the remaining 9, this drug 
was used in tartar emetic resistant cases. In 2 
of these, complete cures resulted. In the remain- 
ing 7, the results were unsatisfactory. 

In 3 cases in which the antimony products 
were ineffectual, x-ray therapy was used. One 
of these patients had had a partial vulvectomy 
performed in order to expose completely the 
base of the disease process.. These patients re- 
ceived from 6 to 13 skin units and were observed 
over a period of 4 months. This treatment did 
not bring about involution of the process in any 
case. 

Sulfathiazole locally in a 5 per cent ointment, 
sulfapyridine by mouth, and silver nitrate stick 
locally caused no involution of lesions and were 
thought to be of no value. 

Desiccation was used in treating 3 cases, in 1 
of which it was the sole procedure used and a 
cure was obtained. Both of the 2 remaining 





ANTHIOMALINE 


Number cases treated sitiiecLonasiodnpeasee 13 





Number receiving previous treatment with antimony drugs 
and given anthiomaline because of failure of other 








compounds -.. 9 
Smallest number of doses to cause healing 13 
Largest number of doses to cause healing... 15 
Number of tartar emetic resistant cases to heal with an- 

thiomaline mt 2 
Number of cases to heal with anthiomaline 2s the only 

antimony drug given Semen 





Outcome of remaining seven cases 


Seven resistant cases came to operation; 3 complete 
cures; 4 lost from observation. 





Table 3 
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cases were tartar emetic resistant; 1 was cured 
by desiccation, and in the other this method 
failed and excision was employed. 

Surgical excision was employed in 16 cases 
(Table 4). In 13 of these cases, operation was 
thought to be indicated because chemotherapy 
had failed and in 1 case desiccation had failed. 
Nine of these had complete healing following 
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operation (Figs. 1, 2 and 3). Five had partial 
healing, but were lost from observation. In 2 
cases the results were unsatisfactory, due par- 
tially to lack of cooperation and unsanitary en- 
vironment. 

In order to note whether antimony compounds 
were necessary in the cure of granuloma in- 
guinale, 2 patients with localized lesions who 











Fig. 1 
A, left—Extensive lesion, three years’ duration. 


B, right.—After excision and grafting. 





Fig. 2 
A, left.—Extensive lesions treated with tartar emetic four years before admission to the clinic, then received six months’ an- 


thiomaline- without effect. This was the result at the end of 


B, right—After final operation, complete cure. 





It was necessary to remove scrotum and penis. 


Failed to heal under 68 injections of tartar emetic and fuadin. 








chemotherapy. 
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Fig. 
A, left.—After seven years of chemotherapy, marked scarring 
B, right.—Following second operation, complete healing. 


had no previous treatment were treated only by 
excision of the ulcers. Complete healing re- 
sulted. 


CONCLUSIONS 


(1) This report is based on the results ob- 
tained in the treatment of 62 patients with gran- 
uloma inguinale. 

(2) Sixteen patients, after varying periods of 
treatment, lapsed and were lost from observa- 
tion. 

(3) Of the remaining 46 patients, 19 were 
cured by tartar emetic; 9 by other antimony 
compounds, and of these 5 had already received 
tartar emetic; 60.8 per cent were cured, there- 
fore, by antimony compounds. 

(4) In 10 patients in whom all chemotherapy 
failed, operative procedures were successful in 
causing a cure, 9 by excision and 1 by desicca- 
tion. 

(5) Three who had not received any anti- 
mony therapy were cured by operative proce- 
dures, 1 by desiccation, and 2 by excision. 

(6) Of the 46 patients who did not lapse 
treatment, 41 or 89.1 per cent, were cured by 
one or more of the methods employed. 


(7) In localized lesions, excision should be 


3 
and active lesions. Note glans embedded in scar tissue. 


considered, thereby avoiding numerous injections 
of drugs. 

(8) In antimony resistant cases, even in those 
with extensive involvement, surgical procedures 
should be employed. 
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DISCUSSION (Abstract) 


Dr. M. F. Engman, Jr., St. Louis, Mo—A work of 
this nature will serve us all as a reference and guide 
to treatment of granuloma inguinale for some years to 
come. In St. Louis we are seeing fewer and fewer cases 
of granuloma inguinale in our clinics and even at 
Homer Phillips Hospital, a new hospital for negroes. 

I was somewhat surprised at the poor results Dr. Rob- 
inson had with fuadin. Some recent reports in the lit- 
erature have been more favorable. 

In evaluating results of treatment with negroes, one 
must always take into consideration the tendency of 
negro patients to be dilatory about coming to the 
clinic. We find that where long courses of regular treat- 
ment are required, negro patients are inclined to skip a 
week or a month or several months. This may have 
something to do with statistical studies in results of 
treatment. Dr. Robinson’s paper did not take up a 
discussion of the etiology of this disease. However, the 
etiology is most interesting to all of us. It is at present 
generally believed that the Donovan bodies are the 
causative agent. Their exact nature is at present un- 
known. Greenblatt suggests that they are protozoan 
bodies rather than a filterable virus. I am inclined to 
agree with this hypothesis and I point to Dr. Robinson’s 
paper as supportive evidence in that virus diseases in 
general are notoriously resistant to any chemotherapy. 
Granuloma inguinale does respond to chemotherapy. 


Dr. C. C. Dennie, Kansas City, Mo—In a meeting of 
the American Dermatological Association six or eight 
years ago a moving picture was shown of what was sup- 
pos:d to be the causative organism of granuloma in- 
guinale. Noguchi demonstrated in this picture film an 
organism which had a proboscis on the front end, looked 
like a m2ggot from one direction, and had a nucleus 
right in the center of it. 


At that time, it was suggested that this was the Dono- 
van body and that this was not a virus disease at all, 
but due to an organism belonging to some of the lower 
forms of animal life. I have heard nothing further 
about this organism. 


Dr. Robinson (closing) —In all of the cases that made 
up the material for this paper, the Donovan bodies 
were demonstrated. I do not believe that Donovan 
bodies have been conclusively classified; that they are 
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not a filtrable virus has been proven, and, Greenblatt 
of Georgia has reported that he has been able to obtain 
these organisms in pure culture from a pseudobubo and 
cause the disease by injection into human beings. So 
far, we have not been able to verify this work. In 
answer to Dr. Dennie’s question concerning the or- 
ganism which Noguchi reported, we have never seen 
such an organism. 





THE TECHNIC OF PYELOGRAPHY* 


By H. McCiure Youne, M.D. 
Columbia, Missouri 


In giving an ordinary urethral irrigation, ac- 
cording to the method of Janet, as is done in the 
treatment of a total urethritis, it is a well estab- 
lished principle that the full force of a column 
of fluid must not be released suddenly. Pressure 
must be very gradually raised until by a constant, 
but very gentle pressure gradually increased, we 
tire out the external sphincter, causing it to re- 
lax and permit our irrigating fluid to pass back- 
ward through the posterior urethra into the blad- 
der. Note that the technical requirement here 
is not simply gentleness but also slowness, that is, 
the full amount of pressure required to relax the 
external sphincter must be attained very slowly. 
If this principle is observed, the irrigation can be 
given without pain or any conscious resistance on 
the part of the patient. If the surgeon is in a 
hurry and ignores this principle, we all know 
what will happen. The sudden impact of a col- 
umn of a fluid against the external sphincter 
will cause it to go into spasm. There will be 
sharp dilatation of the urethra in front of the 
sphincter. There will be pain, there may be a 
slight tear of the mucosa with bleeding. There 
may also be a spreading of the infection into the 
urethral follicles, or along the lymphatics into 
the submucosa. 

This is the most familiar example of the gen- 
eral principle which I wish to emphasize. It is 
not only the sphincter muscle of the bladder 
which responds with spasm when suddenly put 
on the stretch. Practically every muscle of the 
body will do the same thing. The bladder, for 
example, will tolerate more fluid when the fluid 
flows in slowly than it will when fluid is rapidly 
injected. A smooth muscle as well as a striated 
muscle is capable of spasm. Practically the en- 
tire urinary tract is provided with muscle of some 
sort. Muscular tissue is found not simply in 





*Read in Section on Urology, Southern Medical Association, 
Thirty-Fifth Annual Meeting, St. Louis, Missouri, November 10-13, 
1941. 
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the wall of the ureter and kidney pelvis but also 
in the calyces all the way up to the fornices sur- 
rounding the papillae. It must, therefore, be a 
cardinal principle in the taking of pyelograms to 
introduce a fluid in such a manner as never to 
put any portion of the musculature under sud- 
den tension. If the internal pressure in the kid- 
ney and along the ureter must be raised, it is 
imperative that it be raised gradually. If we 
put it suddenly on the stretch, it will respond 
with sharp contraction. 

All authors who have concerned themselves 
at all with the taking of pyelograms, emphasize 
the necessity of gentleness. But I do not find 
that the necessity of slowness, of gradual increase 
of pressure, when injecting fluids through a ure- 
teral catheter, has received the amount of atten- 
tion which it deserves. We all recognize that 
overdistention of a kidney pelvis may result in 
extravasation. The fluid may pass upward 
through the kidney tubules or there may even 
be a rupture in one of the fornices, permitting 
extravasation into the kidney substance. I have 
not seen it emphasized that such rupture may be 
the result not only of overdistention through an 
excess of fluid, but also of a too rapid injection 
of even a small quantity. Overdistention is a 
relative term. A hollow viscus, which in a state 
of rest will accommodate 7 c. c. of fluid, may 
not accommodate more than 4 c. c. if it is ex- 
cited to a state of irritability by the roughness 
of the operator. 

In determining, therefore, the best method of 
injecting fluid through a catheter into the upper 
urinary tract, we must give preference to a 
method which makes it possible to regulate the 
degree of pressure exerted and raise that pres- 
sure very gradually, never allowing the delicate 
musculature of the ureter or kidney to receive 
anything like a sudden kick. The method must 
be one which gives the surgeon instant control. 
It must be possible for him to lower the pres- 
sure or cease injection instantly without the de- 
lay of a split second. Also, in addition to a 
perfect control of positive pressure, the surgeon 
must be in a position to reverse this positive 
pressure and substitute a negative pressure and 
that instantaneously. The syringe used must be 
one through which a very definite suction can be 
employed. If, for example, a pyelographic me- 
dium is being slowly injected into the kidney and 
the patient suddenly complains of a sharp pain, 
the injection must cease immediately and imme- 
diately after x-ray has been taken suction must 
be applied to withdraw the fluid. Every detail 
of the procedure must be under such control of 
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the surgeon that there will never be any delay. 
When he says “Shoot!” the x-ray technician, 
with his finger on the button, must shoot in- 
stantly. If the surgeon wishes to withdraw the 
fluid, he must be in position to do so instantly 
without changing his syringe or permitting any 
delay from any cause. 

Two methods have been rather widely used for 
injection of fluid preparatory to the taking of 
pyelograms. These may be described as the gray- 
ity and the syringe methods. My impression is 
that many surgeons today regard the gravity 
method as a little safer than the syringe method. 
Their argument, as I understand it, is that where 
the gravity method is used, it is impossible for 
the surgeon to use any more pressure than that 
supplied by the column of liquid in his perco- 
lator. Also the amount of pressure can be meas- 
ured in millimeters of mercury or their equiva- 
lent. Where the syringe method is employed on 
the other hand, it is not possible for the sur- 
geon to measure conveniently the amount of pres- 
sure employed in millimeters of mercury. It is 
also true that the unregulated thumb is capable 
of applying more pressure than is wise, so that 
it becomes possible to do more harm with a 
syringe than where the gravity method is used. 
This is all true enough. It ignores the fact, how- 
ever, that while a syringe is capable of more 
roughness in handling, it also lends itself to a 
much greater degree of gentleness. The surgeon 
using his thumb on the piston of an all-glass 
syringe can increase pressure very gradually, can 
stop it instantly with a precision which must be 
certainly very difficult where the gravity method 
is used. It would, of course, be theoretically 
possible gradually to increase pressure when 








Fig. 1 
The pressure at A, B and C is the same. 
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using the gravity method by gradually elevating 
the percolator. I have not seen this recom- 
mended, however, and it sounds complicated. 
Certainly if a percolator is set at a fixed height 
and a flow is started by the release of a pinch- 
cock on the rubber tubing, the full force of that 


for. 


Fig. 2 
Catheter in kidney pelvis. 











Fig. 3 
Fluid has been injected slowly. No spasm. 
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column of fluid is going to be felt instantly at 
the distal end of the ureteral catheter. There will 
be no variation of pressure until the surgeon or 
someone else closes the pinch-cock, when all pres- 
sure will cease. I do not question that other 





Fig. 4 
Fluid has been injected rapidly. Exciting spasm with back- 
flow. 





Fig. 5 
Catheter has been arrested in lower ureter. 








methods could be devised for regulating pressure 
when using the gravity method. As far as I 
know, they are not in general use and I hardly 
think that any of them would place the irrigat- 
ing fluid so immediately and completely under 
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PERISTALTIC WAVE 


Fig. 6 
Ascending fluid approaches descending peristaltic wave. 





Fig. 7 
Impact of peristaltic wave successfully overcome by slow 
gentle pressure. 
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the surgeon’s control as does an ordinary glass 
syringe. 


Two types of syringe suggest themselves for 
use in this connection: (a) the syringe provided 
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Fig. 8 
Pelvis has been filled without spasm or extravasation. 
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Fig. 9 
A too rapid injection has caused a reflex spasm on impact 
with peristaltic wave. 
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with a rubber bulb, (b) the all-glass piston 
syringe. For many uses a “bulb-syringe” can 
be used with less danger of trauma than any 
other kind of syringe. This is true in treating 
ordinary urethritis, for example, and most of us 
will agree that in this sort of work a piston 
syringe is a little too harsh in its action. Bulb- 
syringes are made which are provided with a tip 
which fits over the end of a ureteral catheter and 
such a syringe enables us to inject fluids slowly 
and gently into the kidney. My objections to 
this type of syringe are two: (1) it cannot be 
completely filled with the irrigating fluid. There 
is always a cushion of air above the fluid. As 
air is compressible, the pressure in the kidney 
will vary with the amount of air in the syringe 
and not simply with the amount of pressure 
which the surgeon’s thumb exerts. Also, some 
air may be inadvertently injected, giving rise to 
a negative spot in a kidney pelvis and some con- 
fusion in diagnosis; (2) a rubber bulb cannot be 
relied upon to exert suction that will really be 
effective in case the surgeon wishes suddenly to 
reverse the direction of the flow. 

I wish to describe a method of making pyelo- 
grams which I have employed for many years 
and which has given me entire satisfaction. In 
my hands at least I feel satisfied, that it is safer 
than any of the other methods described, that 
it gives reliable pictures with a minimum of arti- 
facts and misleading skiagrams due to spasm, in- 
complete filling or extravasation. We should re- 
member in taking pyelograms, that we aim first 
of all to safeguard our patients against accidents, 
not only serious accidents, but temporary sharp 
pain or fever that may keep them in the hos- 
pital for a few days. We wish also to get a 
maximum number of clear and reliable skiagrams, 
such as we cannot get if our shadows are con- 
stantly being distorted by painful ureteral spasm, 
pelvic spasm or calyceal spasm. J employ a 
10 c. c. all-glass piston syringe for routine work; 
and for connection with the ureteral catheter, I 
employ a hypodermic needle. The needle must 
fit into the lumen of the catheter very snugly 
so that there can be no leakage around it. If a 
No. 5 ureteral catheter is employed, it will be 
found that either a 20, a 21 or 22 needle will fit 
it snugly. 

There must be perfect coordination between 
the surgeon, the x-ray technician, and the pa- 
tient, if good skiagrams are to be obtained. Let 
us assume that catheters have been passed all 
the way up into the kidney pelves on both sides. 
There has been a free flow of urine from both 
sides and specimens have been collected for 
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bacteriologic study. We now wish to get pyelo- 
grams of both kidneys. The surgeon should start 
out with a measured quantity of skiagraphic me- 
dium in his syringe, let us say, 8 c. c. All air is 
expelled from the syringe. The needle is then 
fitted into the end of the catheter and care must 
be taken that it fits snugly so that the entire 
connection is leak proof. The surgeon now seats 
himself in such a position that the syringe is in 
pretty close alignment with the patient’s face. 
Thus the surgeon can observe the fluid in the 
syringe and the patient’s expression by a mere 
shifting of the eye without the necessity of turn- 
ing the head. The surgeon then says, “Are you 
ready?” and the x-ray technician replies, ‘“Every- 
thing set.”” The technician stands with his finger 
on the button. Very slowly the surgeon injects 
the pyelographic medium, watching the patient’s 
expression as he does so. If an expression of pain 
or anxiety passes over the face of the patient, 
the surgeon ceases his injection. If, however, 
there is no evidence that the patient feels dis- 
comfort, 7 c. c. of fluid are injected and the 
surgeon says, “Shoot.” The technician says, 
“Take a deep breath—hold it.” He presses the 
button and the picture is taken. The technician 
says, “Breathe.” The patient again breathes and 
the surgeon aspirates the skiagraphic medium 
from the kidney pelvis. Sometimes the kidney 
pelvis will not hold 7 c. c.; sometimes it will 
hold considerably more. With the above technic, 
however, good pictures may be obtained in either 
case. If the kidney pelvis is very small, the 
fluid, when injected very slowly, will come down 
into the ureter alongside the catheter. This 
gives us a good picture of the upper ureter and 
especially of the ureteropelvic junction. If the 
kidney pelvis has a normal capacity of some- 
thing like 10 or 11 c. c., the fluid, when injected 
slowly enough, will find its way into all the 
calyces and give a fairly satisfactory picture. 
Assuming that a right pyelogram has been 
made without causing the patient discomfort and 
that the greater part of the pyelographic medium 
has been sucked out, it is perfectly safe to re- 
peat the procedure on the opposite side. It need 
scarcely to be said that the surgeon is provided 
with a double set-up in advance so there can 
be no cross infection. If the surgeon wishes, he 
may wait until the skiagram of the right side has 
been developed and studied before taking the 
skiagram of the left side. By this technic, it is 
perfectly possible without disturbing the patient 
to get bilateral pyelograms at a single sitting al- 
though they are not on the same plate. If the 
patient has complained of the slightest pain when 
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the first skiagram was made, the second one of 
the opposite side is not made until the first has 
been so studied. If there is anything suggesting 
extravasation or pyelovenous backflow, I believe 
it is well to postpone the taking of a pyelogram 
on the opposite side for some later occasion. 

Let us go back now to the case where the pa- 
tient complains of pain after only 3 or 4 c. c. 
of fluids have been injected. As has been said, 
the surgeon will cease his injection at once, but 
he will also have the picture taken at once. After- 
wards, he will suck out the fluid. Note that we 
do not wait for the patient to complain of pain. 
We are guided by his facial expression and act 
before he has time to speak. 

In the above, I have assumed that the tip of 
the catheter is in the kidney pelvis and that the 
fluid is slowly injected. Let us assume for a 
moment, that the surgeon forgets himself and 
injects it rapidly. The sudden kick delivered to 
the musculature of the kidney pelvis and calyces 
causes them to contract and also there may be 
a sudden contraction at the ureteropelvic junc- 
tion. The catheter will be firmly grasped at 
this point, preventing any exit of fluid along the 
ureter beside the catheter. All this limits the ca- 
pacity of the pelvis very sharply and the rigidity 
of the muscles may cause small ruptures of the 
mucous membrance. There will be pain, hemor- 
rhage, and extravasation, even though a relatively 
small quantity of fluid has been injected. It is 
not my purpose to discuss the whole subject of 
extravasation of pyelographic medium. I wish 
merely to point out the mechanism of its pro- 
duction. I believe it results more often from a 
sudden increase of pressure than from the in- 
jection of an excessive quantity of fluid per se. 
Large quantities of fluid can be injected into the 
kidney pelvis, even quantities greatly exceeding 
the pelvic capacity, provided injection is made 
very slowly, giving time for the fluid to escape 
through the ureter alongside the catheter. I have 
often injected 50 c. c. of tribromethyl alcohol 
solution into a kidney pelvis through the cathe- 
ter in combating calculi, and I have never known 
this to give rise to any difficulty, either imme- 
diate or remote. 

Now let us assume a somewhat different state 
of affairs. The surgeon has passed his cathe- 
ter into the ureter for a distance of only about 
an inch. At this point, it has been arrested. For 
some as yet unknown reason, it will not go up 
any further. Or again, the surgeon may not wish 
to put it up any further, because he wishes to 
get a ureterogram as well as a pyelogram. The 
technic of injecting his fluid will be the same 
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as described above, but in this case the fluid 
has to flow up the ureter in a direction contrary 
to that of a normal ureteral peristalsis. Let us 
assume that the fluid injected is ascending very 
slowly under no undue pressure, when it encoun- 
ters a descending peristaltic wave. The tightening 
ureteral musculature will gradually relax pre- 
cisely as the external sphincter of the bladder 
will relax when we give a Janet irrigation. There 
will be no pain, the muscles will simply tire out 
and permit the fluid to pass upward into the 
kidney. 

But let us suppose the fluid is ascending rap- 
idly under considerable pressure, when it meets 
the descending peristaltic wave. There will be a 
distinct shock. The ureter, instead of expanding, 
will contract sharply; this will cause a sudden 
elevation of pressure below the point of contrac- 
tion. Here, the musculature, which is not yet 
involved in the peristaltic wave, will relax. The 
skiagram will show a much dilated ureter below 
the point of contraction with no skiagraphic 
medium above this point. We may think even 
that we are dealing with an organic stricture of 
the ureter. We are especially likely to be mis- 
led if the point of contraction corresponds with 
the tip of the catheter. Of course, it does not 
always correspond with it by any means. The 
skiagraphic medium may have progressed a con- 
siderable distance up the ureter before encounter- 
ing a peristaltic wave and then at least we will 
know that the difficulty in passing the catheter 
up was not due to stricture at the point of its 
arrest. 

Such pictures are often obtained before the 
surgeon has injected more than 2 or 3 c. c. of 
fluid. I feel personally convinced that accidents 
are just as common where a small quantity of 
fluid is used as they are where a large quantity 
is used. Of course, we must take the utmost 
care never to overdistend a kidney pelvis, but we 
should remember always that the kidney, if given 
time, has a mechanism for defending itself by 
drainage through an expanding ureter, and, that 
it is probably more dangerous to defeat this 
mechanism by exciting spasm through sudden in- 
crease of pressure than it is slightly to exceed 
the normal capacity of the pelvis where slowness 
and gentleness constitute our rule of action. 


DISCUSSION (Abstract) 


Dr. J. Ullman Reaves, Mobile, Ala—Possibly very 
few of us in this room have the same identical detailed 
technic in our pyelographic work. As long as this dif- 
ference exists in us as individuals it is timely that such 
papers as Dr. Young’s be given at our meetings. 
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Whatever our method of introducing the pyelographic 
media, gentleness must be our watchword. The method 
of obtaining this gentleness will no doubt differ in us 
as individuals, but the ultimate end is the same. Dr. 
Young advocates that the prime factor of gentleness is 
the slowness of administration of the media. This is 
undoubtedly a point well taken. It must also be re- 
membered that gentleness can be interpreted by the ex- 
tent of the pathologic condition present in the given 
case, that is, gentleness in one case would be roughness 
in another. An acute condition anywhere in the upper 
urinary tract will naturally respond more violently to 
manipulation than a chronic condition which has ac- 
customed itself to more or less back pressure over a 
period of time. Over distention in an acute pathologic 
condition can be evidenced more readily than that 
where the chronic condition with pyelectasis and ure- 
terectasis is and has been present. 

Those of us who believe like Miley Wesson that all 
the ills subject to pyelography can be aleviated by the 
use of the gravity method of filling the kidney pelvis 
will need to think carefully over what Dr. Young has 
told us here today. As we discarded the gravity method 
of doing pyelograms years ago we have no comment to 
make except to add our approval of what Dr. Young 
has said. 

We use the rubber bulb syringe with the tip that fits 
over the catheter, and fail to find any disadvantage in it, 
but we are thoroughly aware of the objections that Dr. 
Young has to this method. In our hands better results 
are obtained with this than we could with a piston 
syringe, and we never lose sight of the fact that air is 
compressible, and that the air above the pyelographic 
fluid in the bulb syringe can exert more pressure than 
we really think that we are giving or exerting. Our way 
of overcoming this is to collect the urine and examine 
it microscopically before any pyelographic medium is in- 
jected in either kidney pelvis. As to Dr. Young’s other 
objection to the rubber bulb syringe, we are well aware 
that the rubber bulb is inadequate to produce suction 
in any such ratio as a piston syringe, and we believe that 
if the upper urinary tract is so inflamed that the pressure 
exerted starts a spasmodic condition, the suction exerted 
by the piston syringe would only add to this aggrava- 
tion by its sudden pull which is hard to regulate. 

Undoubtedly the method minutely described by Dr. 
Young of injecting pyelographic: media and making 
pyelograms brings excellent: results in his hands, and 
I do not wish to pluck one laurel from such a glori- 
ous tribute to pyelographic technic. However, the 
method used by us is so different in detail that I will 
briefly outline it. After our ureteral catheters are in 
place and urine is collected we make no attempt at 
pyelography until after a microscopic examination of 
the urine from either kidney is handed to us. Then with 
an asepto syringe 2053 we inject slowly first the kidney 
which has the best urine microscopically, then the one 
where the microscopic picture is more abnormal. We do 
not hesitate to make double pyelograms unless the pa- 
tient is extremely ill, and then we make double pyelo- 
grams if in our judgment there is less risk in double 
pyelograms than in another cystoscopy. Gentleness and 
slowness are the watchwords in injecting with this 
syringe, which gives a minimum amount of ureteral 
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spasm or subsequent kidney colic. The catheters are 
now withdrawn from the kidney pelvis, if they were 
fortunate enough to enter, down to the pelvic brim, 
and further injection of 2 c. c. of the pyelographic me- 
dium is made through each catheter into each ureter. A 
serial pyeluo-ureterogram is next made of the side where 
the most disease was evidenced by urinalysis. Pictures 
are now developed and catheters left in place and the 
cystoscope removed. After these pictures are viewed 
further roentgenograms are made as indicated, such as 
an upright picture of the patient with pyelographic 
medium in each kidney pelvis. 

Practically all of our cystoscopic work is done in our 
office, as we prefer to work our cases up before hos- 
pitalizing. This is our way of solving an economic 
problem, as most of our patients cannot afford hos- 
pitalization and urologic check-up at the rates charged. 


Dr. King Wade, Hot Springs, Ark.—It is agreed that 
there are certain contraindications to retrograde pyelog- 
raphy such as advanced dysfunction, extreme old age, 
systemic diseases with marked weakness, emaciation 
and anemia, and decompensated cardiovascular disease. 

The importance of gentle manipulation in the passage 
of the cystoscope and catheterization of the ureters 
should be emphasized. A great deal of postcystoscopic 
unpleasantness is due to unwarranted manhandling of 
the instruments. Preparation of the patient for pyelog- 
raphy is important. The highly nervous individuals 
seem more likely to experience discomfort and should 
have some preoperative sedative. 


We all agree with the essayist that gentleness in the 
injection of the opaque medium is paramount and cannot 
be overemphasized. It is desirable, if possible, to de- 
termine the capacity of the kidney pelvis by aspiration 
before the injection is made. However, this is not always 
possible unless the catheter is in the proper position. 
Occasionally there is a hypersecretion of urine which 
might be misleading as to the actual capacity of the 
pelvis. Over-distention of the kidney pelvis carries with 
it the danger of extravasation with dissemination of 
infection into the kidney substance. This is not to be 
confused with the peculiar defect noted in parenchymal 
diffusion of the medium which is characterized by radiat- 
ing lines extending fan-wise from the calyx. This phe- 
nomenon is due to pyelovenous back-flow or to filling 
of the tubules, or both. 


A weak solution of opaque medium is preferable for 
injection in large hydronephrotic sacs, while in the case 
of renal stones of poor opacity, a stronger solution is 
used. Drugs held in suspension are not desirable for 
retrograde pyelography. 

In pyelo-ureterography the method of simply filling 
the kidney pelvis and slowly withdrawing the cathe- 
ter with gradual injection of the medium along the 
ureter is usually satisfactory. At times, however, it is 
desirable to plug the lower end of the ureter with a 
catheter designed for this particular method of pyelo- 
ureterography. 

Serial pyelography as advocated by Moore is of de- 
cided advantage in determining the emptying time of 
the kidney pelvis. When there is marked retention, it is 
advisable to re-insert the catheter and aspirate the 
opaque medium. 
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Bilateral pyelography may be done where the patient’s 
renal function approximates normal, but its employment 
routinely is to be condemned. I find myself doing fewer 
and fewer bilateral pyelograms. 

Lateral pyelograms are helpful in cetermining whether 
opacities in the region of the kidney are intra- or extra- 
renal. Occasionally a calcified gland in the renal region 
presents a problem. Lateral pyelograms also demon- 
Strate a forward displacement of the kidney. The antero- 
posterior position is the one most frequently used and 
usually suffices. Stereoscopic skiagrams are often help- 
ful in detecting renal disease. 

A certain percentage of patients, despite the observa- 
tion of all rules laid down by the essayist, will have re- 
actions following pyelography. Most of these reactions 
can be avoiced by the intramuscular injection of de- 
proteinized pancreatic extract. We do not advocate 
these injections routinely, but their use is distinctly in- 
dicated in cases where we have detected an irritability 
of the ureter or pelvis, or suspect an over-distention of 
the pelvis, or where there is a marked ureteral spasm 
as evidenced by the tug on the catheter when an at- 
tempt is made to withdraw it. Forceful removal of the 
ureteral catheter where there is spasm will precipitate a 
more or less severe reaction characterized by ureteral 
colic. Under such circumstances an injection of de- 
proteinized pancreatic extract should be given before 
the removal of the catheter. 

If we adhere closely to the technic as laid down by 
the essayist, we will have a minimum of spurious skia- 
grams and a minimum of discomfort from pyelography. 


Dr. T. Leon Howard, Denver, Colo—A nervous pa- 
tient must receive more consideration than a stoical 
patient. If we are going to do a pyelographic study, 
we should certainly have a proper table upon which 
to put the patient. 

There are hundreds of ureters that will not admit a 
catheter all the way to the renal pelvis unless the pa- 
tient is in Trendelenburg position. If the patient is 
placed on a flat table, we shall have only a partial diag- 
nosis when the examination is over. 

Aspirating all of the pyelographic media out of the 
kidney does not tell us whether the kidney empties. Cer- 
tainly one wants to know whether the kidney empties it- 
self at the end of a ten-minute period, but if all the fluid 
is aspirated out, we cannot tell whether there is a ure- 
teral or uretero-pelvic obstruction. 

We all make a mistake in putting cold solutions in 
the kidney. We know what our musculature does 
when we step under a cold shower. If we put a cold 
solution into a kidney, we are bound to produce a 
spasm, and we never take this factor into considera- 
tion as a cause of renal colic during the injection of 
pyelographic media. The fluids should be at body 
temperature or 100 degrees, which is about rectal tem- 
perature. 

No patient should be allowed to leave the table until 
an x-ray has been made in the sitting position, for 
this gives a true picture of what the kidney does 
when the patient is up and about. 

As to lateral views: do you suppose anybody would 
take just one view of your arm if it were broken? 
That would tell only part of the story. Suppose you 
have an extrarenal tumor that has the appearance of 
a renal tumor. You cannot tell whether it is a renal 
tumor or an extrarenal tumor confined to the sub- 
stance of the kidney, without a lateral view. 
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Dr. Harry M. Spence, Dallas, Tex.—The opaque pyelo- 
gram has been mentioned. It seems to me that a 
method that has a lot of merit is the simple injection 
of air to make the pyelograms. I was trained in 
Boston, and never heard of it until I got to Dallas, 
and since I have been there I have not heard much 
else. 

This method has a great deal of merit in stone cases, 
because it accentuates the stone nicely. Also, it has an 
economic advantage for clinic patients, because one may 
combine the kidney-ureter-biadder plate with the pyelo- 
gram on one film. 


Dr. I. G. Duncan, Memphis, Tenn.—For the last 
two years we have been using “depropanex” with all 
of our cystoscopies, and we have found that the pain 
and after-pain and trouble have been cut down prob- 
ably 75 per cent. There is no reaction, and as far as 
I know, there is no contraindication. We have used 
“depropanex” probably in a thousand cases, and have 
never had trouble from it other than slight soreness in 
the region where it was administered. That usually 
does not amount to much. 

In patients who have acutely infected kidneys, we 
prefer to put in ureteral catheters for drainage, and 
allow them to stay for a few days. We feel that pyelo- 
grams can be made more safely at a later date. The 
less manipulation which is done in the presence of an 
acute infection, the better. 


Dr. Young (closing)—The surgeon must remember 
that he wants to control the situation at the far end of 
the catheter. It is not enough to control it at the out- 
side of the bladder. We get a more immediate connec- 
tion with the far end of the catheter by using the piston 
syringe which contains no air. It is true it lends itself 
to a greater degree of force, but it also lends itself to a 
greater degree of gentleness, since we know that the 
minute we increase the pressure the least particle with 
our thumb it is felt at the far end of the syringe, and 
when we are sucking, the same is true. We cannot rely 
on that with a bulb syringe with its cushion of air. 


Nobody seems to have defended the gravity method. 
Certainly a few brief remarks about that method may be 
considered in order. 

If we are using the gravity method and controlling 
the flow with a pinch cock, the minute we release the 
pinch cock we get the full impact of that fluid at the 
far end of the catheter. That may be three. to five feet 
of water pressure, and it does not make any difference 
whether we are using a huge percolator or a burette. If 
it stands five feet above the level of the patient’s body 
we have the pres:ure of a column of water five feet 
high suddenly released. 

If we are using a piston syringe, we use only enough 
pressure to start it to flow, just the amount of pres- 
sure we should need to make it flow in the open air, 
with no resistance. We can gauge with our thumb im- 
mediately if it does not seem to flow properly. If we 
have to increase the pres:ure to any considerable ex- 
tent, when we are using the piston syringe it increases 
gradually. There is no sudden kick. 

Just as we get a knee jerk when we hit a man with 
a hammer over his knee, just so we will get a jerk in the 
smooth muscle of the ureter if we take off suddenly the 
protection of the pinch cock. 
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INDIVIDUALIZED ANESTHESIA* 


By H. M. AusHERMAN, M.D. 
Chattanooga, Tennessee 


Anesthesia has become as important a spe- 
ciality as any branch of medicine, for the prog- 
ress made in the past 15 years has been re- 
markable, and the types of anesthesia developed 
have been numerous. Today the physician 
anesthetist not only administers the anesthetic, 
but he evaluates the operative risk, chooses the 
anesthetic agent best suited to the individual 
patient for a specific operative procedure, and 
the safest method of using it. Because of the 
develonment of spinal and regional anesthesia 
the anesthetist must know the anatomical dis- 
tribution of the various nerves. In using the 
gases in anesthesia it is necessary for him to 
know something of physics, chemistry, physi- 
ology and the basic sciences, as well as the 
pathology and course of disease. With this 
knowledge at his command he is in a good po- 
sition to be of real assistance in making the 
patient safe for anesthesia and subsequent op- 
erative surgery. 

There are four main methods of producing 
anesthesia: inhalation, regional, intravenous, 
and rectal, and for each of these, several agents 
of proved reliability. These drugs differ in 
their potency, speed and duration of action, and 
ability to cause deleterious effects on the pa- 
tient. The anesthetic agent or combination of 
agents which will be adequate for the antici- 
pated operation and least deleterious to the pa- 
tient should be chosen. 

Some of the factors making individualized 
anesthesia necessary will be considered in a 
general way. 


Anesthesia in Emergencies —The administra- 
tion of an anesthetic to a patient in an acute 
surgical emergency is fundamentally the same 
as for ordinary surgery. However, it may not 
be possible to allow the usual time for the 
preanesthetic drugs to produce their effect. It 
has been my practice in such emergencies to 
administer morphine and scopolamine intra- 
venously. Volpitto” prefers dilution of the drugs 
in 8 to 10 c. c. of distilled water and slow intra- 
venous administration, watching carefully for 
any untoward reaction. If a hypodermic syr- 





*Read in Section on Anesthesia, Southern Medical Association, 
Thirty-Fifth Annual Meeting, St. Louis, Missouri, November 
10-13, 1941. 


AUSHERMAN: INDIVIDUALIZED ANESTHESIA 





903 


inge is all that is available, the drugs may be 
administered slowly by drawing blood up into 
the syringe and alternatingly injecting and with- 
drawing the mixture. The peak action when 
given intravenously, can be expected in about 
1/3 (20-30 minutes) of the time required by 
the subcutaneous route. 

Sise* mentions a full stomach as an important 
consideration in emergency surgery. A _ full 
stomach may be present if the accident occurred 
within 3 hours after the last meal. Even though. 
the surgery may not be done for longer than 
3 hours after the last meal yet digestion usually 
is at a standstill from the time of the accident. 

Vomiting may take place on induction and 
bring to naught an operative procedure other- 
wise well planned. There is danger of aspira- 
tion of some vomitus into the lungs with sub- 
sequent atelectasis or pneumonia terminating 
fatally. In such emergencies where the patient 
has a full stomach, spinal, regional, or local 
is the anesthetic of choice, if the nature of the 
operation permits. If general anesthesia is in- 
dicated the stomach may be lavaged so as to 
forestall any aspiration of vomitus. If circum- 
stances are such that lavage cannot be done, a 
rapid induction with cyclopropane and the in- 
sertion of an intratracheal tube may be resorted 
to. If vomiting occurs in spite of this, suction 
and Trendelenburg position will usually prevent 
aspiration. 

The safety of anesthesia in emergencies is de- 
pendent upon the skill and experience of the 
anesthetist who administers it. 


Apprehensive Patients—Preoperative exami- 
nation reveals a group of patients who are ex- 
tremely excitable and anxious about the out- 
come of the operation. In these patients it is 
advisable to remove the psychic fear by in- 
creased preanesthetic medication. 

In some of the more severe cases in which 
there exist hyperesthesia and hyperactivity of 
the nervous system, the patient should be put 
to sleep in his own bed. Paraldehyde or tri- 
bromethyl alcohol (avertin) may be used per 
rectum. Sodium ethyl thiobarbiturate (pento- 
thal sodium) or N-methylcyclohexenylmethy]l- 
barbiturate (evipal) may be administered intra- 
venously, then the anesthesia can be completed 
with one of the gases, ether, regional or spinal. 

In the handicapped patient the whims of the 
patient should be given only secondary con- 
sideration. The anesthetic which is safest should 
be used. 
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Chronic Alcoholics ——These constitute a group 
which is resistant to general anesthetic agents. 
If the condition of the patient and the type 
of operation warrant it, spinal anesthesia is to 
be preferred. 


Age—The two extremes of life, childhood 
and old age, require careful consideration in 
choosing the best anesthetic agent. 


Usually children should have a general anes- 
thetic rather than a spinal, regional or local. 
They tolerate anesthesia well and because of 
their relatively high basal metabolic rate* re- 
quire more premedication in proportion to their 
size. Garofalo® says that intravenous anesthesia 
is contraindicated in children under 10-12 years 
of age because of the smallness of their respira- 
tory passages and subsequent tendency to hy- 
poxia or oxygen want. Then, too, it is more 
difficult to keep the needle in their veins. Some 
authorities® disapprove of closed gas anesthesia 
in children under 5 years of age because of 
the resistance to breathing in the apparatus and 
because of the proportional dead air space in 
the mask and tubing. Children tolerate open 
drop ether very well and if adequate premedi- 
cation is given so that the ordeal is minimized 
for the child it is one of the best anesthetic 
agents. 

Schaerrer’ says: 


“Leaving aside the unnerving effect of a screaming 
child on the personnel of the operating room and the 
horrible memory which the child may carry with him 
to the end of his days, there remains the more serious 
matter of immediate physical harm to the terrified 
patient. The psychic reaction of a normal child in a 
state of panic can be compared to that of an adult with 
severe hyperthyroidism. The importance of minimiz- 
ing psychic trauma in hyperthyroidism is well recog- 
nized, but how often does a surgeon give a child pa- 
tient the consideration which he routinely gives a 
toxic thyroid patient? 

“An excited child often cries a great deal and has 
overworked suprarenal glands. The psychic reaction 
accelerates the metabolic processes and a depletion of 
carbohydrates during anesthesia. These factors are of 
prime importance to the anesthetist who wishes to 
secure anesthesia with as little of the anesthetic agent 
and with as little harm to the body as possible. It 
is well known that the amount of anesthetic required 
to produce surgical anesthesia depends a great deal 
upon the metabolic rate of the patient. Thus if the 
metabolic rate can safely be reduced to a minimum, 
less anesthesia will be required. In children, the pre- 
operative employment of sedatives is an excellent way 
to eliminate the increased metabolism which arises from 
excitement and fear of what is to come.” 


Induction with divinyl ether (vinethene) 


makes the invariable struggling in children brief 
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and it does not increase the anesthetic hazard 
if its signs are familiar to the anesthetist. 

Regardless of the form of anesthesia employed, 
in very young patients it is imperative that 
small doses be administered slowly since chil- 
dren are very sensitive to a rapid induction. 
They require more oxygen in proportion to their 
size than do adults, so abundant oxygen should 
always be given during anesthesia induction 
and maintenance. Each individual case must 
be handled on its own merits, the advantages 
and disadvantages. weighed, and the best anes- 
thetic agent selected. 

In the aged, relatively small amounts of the 
anesthetic are required to produce general anes- 
thesia. Likewise in premedicating an older per- 
son for anesthesia, very small amounts of the 
basal drugs are required, the error usually be- 
ing made on the side of too much, rather than 
too little premedication. If the patient is 
cachetic or debilitated and the location of the 
disease is such that regional or local can be 
used, it is the anesthetic of choice, because the 
anesthetic hazard is less than with inhalation. 
Lundy and Mousel® believe that pentothal sodi- 
um is the ideal anesthesia in the aged, be- 
cause of the small amount required, and be- 
cause it is rather non-toxic and is tolerated 
well. It is of course contraindicated if there 
is liver damage or the patient is for any reason 
a grave anesthetic risk. Cyclopropane® is a 
favorite in the aged. It allows adequate re- 
laxation, abundance of oxygen, ease of induc- 
tion and recovery and is not irritating to the 
lungs, bronchi, or damaging to the kidneys, 
liver or other organs. Ether is the least de 
sirable in the aged because of its irritating 
properties to the bronchial tree, its toxic action 
on the kidneys and liver and its disturbance 
of metabolism. If an explosive agent is contra- 
indicated because of the necessity, of using a 
cautery, then nitrous oxide oxygen may be con- 
sidered, but the cell damage from hypoxia, 
often associated with nitrous oxide anesthesia, 
must be kept in mind. In this case the use 
of intravenous pentothal with oxygen inhalation 
might be the choice. The type and site of sur- 
gery proposed and the physical condition of 
the patient will determine the drug or combina- 
tion of drugs to be selected in the final analysis. 

The patient who is not handicapped by any 
pathologic process and who is not at the ex- 
tremes of life usually will tolerate almost any 
type of anesthetic. His preference for a cer- 
tain type of anesthesia, if the anesthetic is suit- 
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able for him, should be granted. However, the 
anesthetist should not yield to the patient’s 
choice of anesthetic agent if it is not safe and 
adequate for the surgery to be done. 

I agree with Stewart,!° who opposes any 
routine plan of discussing with the patient the 
type of anesthesia to be used for any proposed 
surgical procedure. Often the mere mention 
of an anesthetic agent, or technic unfamiliar to 
the patient, arouses his curiosity and suspicion. 
He should be assured that the anesthetic selected 
for him will be for his good and will be ad- 
ministered with the greatest care and skill of 
a trained and experienced anesthetist. 


Some Common Pathologic Processes Influ- 
encing the Choice of the Anesthetic Agent.— 
Scott! mentions two factors that must be kept 
in mind in choosing the best anesthetic for a 
given patient handicapped by some pathologic 
process. First, the advantage of that particular 
anesthetic in relation to the type and degree 
of the handicap; and second, the disadvantage 
of that anesthetic in relation to the handicap. 
Consequently, it is impossible, ordinarily, to 
say dogmatically that one anesthetic or another 
is preferable for all instances of a given handi- 
cap. The factors pro and con must be care- 
fully weighed and the anesthetic best suited se- 
lected. 


Shock—The accepted shock treatment (1) 
heat, (2) parenteral fluids (or blood if from 
hemorrhage) and (3) Trendelenburg position 
should be started before any anesthetic agent 
for any operation is begun. Most authorities 
feel that spinal anesthesia is usually contrain- 
dicated in shock. Regional or local anesthesia 
probably carries less risk than general anesthe- 
sia if the surgery proposed can be done under 
this form of anesthesia. Cyclopropane is an 
ideal agent in shock. Nitrous oxide, and to a 
lesser degree, ethylene because of their low 
oxygen content in anesthetic mixtures, are less 
desirable than cyclopropane. Chloroform should 
be avoided because of its marked toxicity. Ether 
can be used, but because of its toxicity is not 
the agent of choice. Basal anesthesia and 
heavy preanesthetic medication are to be avoid- 
ed with patients in shock. 


Anemia, Liver or Kidney Damage.—A rela- 
tively smaller amount of the anesthetic agent 
is required to produce anesthesia in anemia, 
and, because of the diminished oxygen carrying 
power of the blood, care must be used not to 
produce oxygen want. If the nature of the 
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operation demands a general anesthetic, cyclo- 
propane is the agent of choice. Nitrous oxide 
might be used, but the low oxygen factor must 
be kept in mind. Spinal anesthesia is consid- 
ered by many to be contraindicated in anemia, 
as also is intravenous’? anesthesia. Local or 
regional anesthesia is to be preferred in anemia, 
liver or kidney damage, if the operation is of 
such a type that it can be employed. A com- 
bination of regional and gas anesthesia might 
be the choice in the final analysis. Tribro- 
methyl alcohol and the barbiturates are largely 
destroyed by the liver and to a great extent 
eliminated by the kidneys, so are contraindi- 
cated. 


Gravely Toxic Patients—In cases in which 
the patient is in a grave condition, hypotensive 
anesthetics are to be avoided and local or re- 
gional anesthesia should be used. When it is 
necessary to use general anesthesia, cyclopro- 
pane is the agent of choice. Tribromethyl al- 
cohol and barbiturates are to be avoided. Small 
doses of morphine and scopolamine may be 
used as preanesthetic medication. 


Respiratory Affection—In case of tubercu- 
losis, acute pulmonary disease, influenza or 
bronchitis, inhalation anesthesia is contraindi- 
cated, especially the irritating agents, as ether. 
The choice lies between the various forms of 
local and regional anesthetic drugs. If the 
nature of the operation demands general anes- 
thesia, gas may be used, since the gases are 
relatively non-irritating. Low oxygen mixtures 
are undesirable when there is pulmonary dis- 
ease, so cyclopropane is the choice since it al- 
lows abundant oxygen and does not act as a 
respiratory irritant. 

Intravenous anesthesia has strong advocates 
in acute respiratory infections. 


Heart Disease—Cardiac cases may or may 
not be bad risks. A simple heart murmur, 
without symptoms of decompensation, dyspnea, 
cough, edema, or pain on exertion, with a nor- 
mal electrocardiogram, should give no trouble 
under ordinary operative and anesthetic man- 
agement. The risk involved is generally pro- 
portional to the degree of diminution in cardiac 
reserve, not to the loudness of the murmur 
found on examination as much as to the cardiac 
embarrassment produced in doing ordinary forms 
of exercise. 

A cardiac patient who is well compensated 
usually tolerates a general anesthetic very well. 
Nitrous oxide oxygen should be avoided in car- 
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diacs because of associated hypoxia. Ethylene 
oxygen is somewhat better in this respect. Cy- 
clopropane oxygen is ideal in the cardiac in some 
ways, but some authorities'* claim that it in- 
creases the irritability of heart muscle, thereby 
increasing the tendency to ventricular fibrilla- 
tion. Spinal anesthesia is contraindicated in hy- 
pertensive heart disease because the fall in blood 
pressure often accompanying spinal may be 
so great that circulatory embarrassment results. 
Ether anesthesia with its usual struggling upon 
induction and its toxicity to heart muscle is not 
the agent of choice though it may safely be 
used in many less severe cardiac cases or as 
supplement to one of the gases. 

In the decompensated cardiac patient who 
requires surgery, regional block or local infil- 
tration is by far the safest. Any form of gen- 
eral anesthesia in a decompensated patient car- 
ries with it grave risk. 


Diabetes —Hale and Tovell** consider acidosis 
one of the greatest dangers in anesthesia of 
the diabetic. Ether or chloroform when used 
to produce anesthesia cause an increase in the 
blood sugar which without a compensatory in- 
crease in insulin most certainly would cause 
acidosis. Therefore, most writers condemn 
these two agents for anesthesia in the diabetic. 

Regional block anesthesia is a favorite meth- 
od, but local infiltration of procaine hydrochlo- 
ride is not so desirable because it may interfere 
with the healing of the wound in the diabetic 
patient.!°1® Spinal anesthesia is an excellent 
agent, providing there are no contraindications 
such as a debilitated patient, or low blood pres- 
sure. 

The hypoxia often associated with nitrous 
oxide anesthesia, and, to a lesser degree with 
ethylene anesthesia, which in turn increases the 
hydrogen ion concentration of the blood makes 
these gases undesirable in the diabetic. Cyclo- 
propane oxygen because of its minimal effect 
on metapolism is an excellent drug for anes- 
thesia in the diabetic patient. 

Careful management, both preoperatively and 
postoperatively, is important. Bearing in mind 
the tendency of the diabetic patient to go into 
relative acidosis during anesthesia, the most 
suitable agent may be chosen. 


Pregnancy.—The administration of the ob- 
stetrical anesthetic has not received the atten- 


tion it deserves. Too often the responsibility 
for this important procedure is put into the 
hands of the inexperienced intern. It is not 
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so much the type mixture of the anesthesia, but 
the skill and the capability of the anesthetist 
which makes for satisfactory obstetrical anes- 
thesia. 

The majority of surgical patients are prop- 
erly premedicated while the opposite is true in 
the obstetrical patient, who not infrequently, 
is taken into the delivery room within a few 
hours after having eaten a full meal. The 
hazard of a general anesthetic in a patient with 
a full stomach has been discussed elsewhere in 
this paper. In others the analgesic drugs given 
the obstetrical patient make it imperative that 
the anesthetist understand the effects of anal- 
gesia. 

Anesthesia is limited to the actual second 
stage of labor and repair after delivery. Chloro- 
form is condemned by most authorities, but -may 
have a place in the absence of other agents, 
It is 25 times more toxic than ether, but if 
not given for a long period of time probably 
does little cardiac and liver damage. 

Ether is the safest drug in the hands of the 
inexperienced or untrained. It may be indi- 
cated if marked uterine relaxation is desired in 
an operative delivery (as for version). There 
is more bleeding in the third stage following its 
administration. 

Nitrous oxide given with 15 per cent oxygen 
or greater is probably the most popular ob- 
stetrical anesthetic agent. If more than anal- 
gesia is desired with nitrous oxide, ether should 
be added to the anesthetic mixture rather than 
reduce oxygen, for with less oxygen the hazard 
of asphyxia both to mother and child is in- 
creased. High concentrations of nitrous oxide 
intermittently with the pains produce satisfac- 
tory analgesia in the second stage. 

Ethylene oxygen allows for slightly more 
oxygen than does nitrous oxide, but has the 
disadvantage of being explosive. 

Cyclopropane in obstetrics is ideal in the 
hands of a competent anesthetist. Abundant 
oxygen can be given with the gas and marked 
uterine relaxation can be obtained without fetal 
asphyxia. It is slightly less effective than 
nitrous oxide when given intermittently be- 
cause the return to consciousness is slower. 
It, like ethylene, is combustible. 


Other types of anesthesia such as local in- 
filtration, spinal, sacral block, and intravenous 
have enthusiastic advocates, but are not widely 
used. 

Of the inhalation anesthetic agents, cyclopro- 
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pane is the choice in cesarean section, for rea- 
sons just mentioned. Spinal anesthesia has been 
censured in cesarean secton, but is becoming 
more popular. It is contraindicated in toxemia, 
cardiac decompensation, and shock, from loss 
of blood as in placenta previa or abruptio pla- 
centae. In severe toxemias of pregnancy or 
cardiac decompensation, abdominal field block 
supplemented by light inhalation, if required, 
is the anesthetic of choice. 

In summarizing, allow me to quote Ruth” 
in a recent editorial: “If humans were built to 
a stock pattern like motors so that they respond- 
ed to physical agents in the fashion that engines 
do to fuel, administering anesthesia would be 
a simple and uninteresting business. 

“It follows, however, that it is the individual 
who is to be anesthetized, be he diabetic, anemic 
or toxic. The anesthetist who has an_inti- 
mate, habitual, intuitive familiarity with the 
disturbances to be encountered, a familiarity 
won in the operating room, not in the library; 
and at the same time a scientific knowledge 
of these same disturbances; and, finally, pos- 
sesses an effective way of applying these ex- 
periences and this knowledge, is equipped to 
practice successfully the art and science of 
anesthesiology.” 

Each anesthetic drug has a place in the arma- 
mentarium of the modern anesthetist. In in- 
dividualized anesthesia the anesthetic agent or 
combination of agents best suited to the in- 
dividual patient is chosen; thus allowing the 
best operating conditions for the surgeon and 
at the same time the greatest safety for the 
patient. 
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DISCUSSION (Abstract) 


Dr. Thomas C. Campbell, Clayton, Mo—Nervous 
patients are very likely to complain under spinal or 
local anesthesia and where there are no contraindica- 


.tions, general anesthesia is to be preferred in these 


cases. A light gas anesthesia will often quiet the nerv- 
ous patient enough to permit laparotomy, where spinal 
is indicated, or where complaints persist, in spite 
of an apparent “take” of the anesthesia. “Pentothal” 
sodium intravenously is sometimes used to supplement 
local or spinal anesthesia. The nervous patient will 
often wince and complain of pain when a needle is 
inserted for local infiltration, prior to lumbar puncture. 
These patients will often complain under spinal block. 

Proper premedication and preparation of the patient 
from a psychological point of view is of importance in 
all anesthesia. The patient who is apprehensive when 
he arrives in the operating room will often experience 
an unsatisfactory anesthesia regardless of the type or 
method used. This is especially true in the emergency 
case. A few words of reassurance before and after 
the mask has been placed or spinal anesthesia given 
are helpful. 

When the patient is young, general anesthesia is 
often the only kind indicated and in most of these, 
ether is to be preferred. Where there are to be a series 
of operations, as is sometimes true of orthopedic op- 
erations on young children, a nitrous oxide induction 
with a later switch to drop ether is often desirable; 
or the patient may be carried on a high percentage of 
oxygen with ether added to the mixture. This lessens 
apprehension at subsequent operations, as the memory 
of a relatively unpleasant ether induction does not 
remain. 

For thoracoplasties or other work on _ tuberculous 
patients requiring a general anesthesia the gases are to 
be preferred. Nitrous oxide-oxygen anesthesia often 
produces cyanosis in these cases. The addition of small 
amounts of cyclopropane, from time to time, will permit 
administration of the much needed oxygen. A straight 
cyclopropane oxygen anesthesia may be required in 
some cases. 

For operations in the lower portion of the body 
in elderly patients, spinal anesthesia is often quite 
satisfactory. This is especially true of prostatic work, 
or leg amputations. For work high in the abdomen 
where spinal block might cause considerable drop in 
blood pressure, many prefer general anesthesia. In 
poor risks or in elderly patients, where the procedure 
may be prolonged, work in the upper abdomen may 
be done under local anesthesia or intercostal nerve 
block supplemented by light gas anesthesia. The latter 
gives prolonged anesthesia with good relaxation and 
very little tendency toward shock. 

All anesthesia should be individualized, and the 
anesthetic should be chosen to meet the need of the 
patient, the surgeon, and the circumstances. 
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BACTERIAL ALLERGY: OTOLARYNGO- 
LOGICAL ASPECTS* 


By Watt W. Eacte, M.D. 
Durham, North Carolina 


All otolaryngologists should be able to recog- 
nize allergy. Therefore, it is taken for granted 
that all of us are familiar with intranasal pollen 
reactions or seasonal allergy; with perennial al- 
lergy or the non-seasonal type; with dermatitis 
due to contact with certain allergens; and also 
that we are well acquainted with patients demon- 
strating urticaria, angio-neuro-edema and often 
asthmatic bronchitis. We today are interested 
only in this latter group of diseases, the so-called 
bacterial allergic reactions. 

Bacterial allergy, unfortunately, has received 
too little attention in medical discussions, as well 
as the literature. The average physician, and 
layman, think of allergy in terms of a pollen or 
food sensitivity. The effects produced by bac- 
teria have been unrecognized, and thus; for ex- 
ample the anaphylactic intranasal reaction of 
paranasal sinus infection is too frequently diag- 
nosed and treated as pollen allergy. The oto- 
laryngologist confuses the diagnosis and the 
allergist also will miss the diagnosis unless 
autogenous vaccine made from the nasal se- 
cretions is included in his repertoire of skin 
tests. The skin tests to the inhalants, such as 
pollens, epidermals, together with food allergens, 
will invariably be negative in a case of pure 
bacterial allergy. 

Allergy presents a very complex condition. 
Knowledge of bacteriology, immunology and of 
biochemical factors in the blood, various body 
tissues and secretions, is necessary to under- 
stand the fundamentals of allergy. This is a 
too specialized field for the average otolaryngolo- 
gist. Of necessity he consults the allergist. The 
actual treatment of the patient requires the skill 
of both the allergist and the otolaryngologist. 
An example of such united efforts occurs in 
that patient with a badly deviated nasal septum 
who also has severe pollen fever. We know that 
allergic rhinitis occurs almost entirely in the 
individual who has impaired nasal ventilation 
and drainage, rarely occurring in the individual 
with excellent nasal breathing spaces. The 
treatment of such patients demands the pro- 
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*From the Department of Otolaryngology, Duke University Hos- 
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vision of ventilation and drainage by surgical in- 
tervention in conjunction with desensitization 
of the patient to allergens to which he reacts. 


Definition —In allergy one finds sensitivity 
to various pollens, epidermals, food, dust and 
other allergens which are mainly extrinsic, that 
is, borne into the body by respiration, ingestion 
of food or by simple contact. In addition, there 
are ajlergic reactions due to intrinsic allergens 
which may be of metabolic, endocrine or other 
such varied origins. Bacterial allergy is of in- 
trinsic origin and is solely the reaction of sen- 
sitivity to the toxins of bacteria, viruses, or fungi, 
which are liberated in the human body by an 
infectious process. 


Incidence—The ratio of bacterial allergy in 
relation to the total number of allergic patients 
is not known. But, judging purely by guess, 
some 15 to 20 per cent of the total number of 
allergic patients have uncomplicated bacterial 
allergy. The most common finding is a combined 
allergy of intrinsic and extrinsic factors, such as 
occurs in the chronic sinusitis of myxomatous 
type. It is known that polyps are infiltrated 
with bacteria, and the sinus will continue in- 
fected until the polypoid mucosa is completely 
removed. 

The manifestations oi bacterial allergy may 
occur over the entire body, as is found in urti- 
caria and eczema. Infected cysts in the para- 
nasal sinuses are commonly the cause of both of 
these conditions. 

There is marked absence of bacterial allergy 
in the colored race. The exolanation for this 
seems to lie in the fact that the « olored race is 
very infrequently subject to paranasa! sinus in- 
fections. ‘This undoubtedly is due to the large 
nares with excellent provision for ventilation and 
drainage that is common in the negro race. 

There seems to be no definite age limit for 
bacterial allergy; and if one will glance over the 
records of his patients, he undoubtedly will find 
infants and.even the most mature and elderly 
people among them. 


Bacteriology.—The most virulent and the rela- 
tively non-virulent organisms may produce equal- 
ly severe allergic symptoms. There is a tend- 
ency, however, for the beta hemolytic strep- 
tococcus to cause more often the severest reac- 
tions. Cultures obtained from the infections 
may show any of the strains of streptococci or 
staphylococci in predominance, hemolytic or 
non-hemolytic, with occasional finding of pneu- 
mococcus, influenza bacillus, diphtheroids and 
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other numerous and varied organisms of the up- 
per respiratory tract, such as pharyngis sicca, and 
micrococcus catarrhalis. Anaerobic organisms 
are almost invariably found. Fungus and fuso- 
spirochetal infections are less often seen. 


Symptoms.—The symptoms of bacterial al- 
lergy vary considerably. There are certain types 
of infection that seem to produce similar symp- 
toms in various individuals. For instance, in- 
jected cysts of the maxillary sinus are notorious 
as producers of urticaria. The more common 
manifestations of bacterial allergy are asthmatic 
bronchitis, allergic rhinitis, angio-neuro-edema, 
disseminated eczema and urticaria. There are 
numerous other minor manifestations, such as 
headache and neuralgia. Acute infections will 
ordinarily produce much more severe symptoms 
than chronic infections, although the organisms 
may be the same. Some patients may have bac- 
terial sensitivity for many years while the organ- 
isms may become relatively non-virulent. The 
chronic type of infection is often more difficult 
to diagnose and locate because it may be very 
small, as occurs in a dental abscess. The dif- 
ferential diagnosis of bacterial and non-bacterial 
allergy may seem difficult since the lesions may 
be similar in appearance; but the history of sea- 
sonal, perennial or bacterial origin, together with 
the sensitivity tests, differentiates the causative 
factors. For instance, the individual having 
angio-neuro-edema and having eaten shell fish 
the night before need not be tested primarily 
for bacteria] reactions. 


Diagnosis —The otolaryngologist is the one 
diagnostician who eventually must and usually 
does find the infection in bacterial allergy. The 
postnasal drip of infected material into the 
trachea may be completely overlooked by the al- 
lergist or general internist because he has not 
seen the discharge in the various nasal meati 
at the point of exit from the paranasal sinuses. 
It is essential that the nasopharyngoscope be used 
in all patients in an effort to determine whether 
there is any polypoid tissue or discharge in the 
various nasal meati. Such inspection is not 
possible by use of the head mirror and nasal 
speculum. The otolaryngologist is not infalli- 
ble and he should never accept a negative ex- 
amination on his part as final. He should call 
on other available facilities. The allergist should 
always be called in consultation. Roentgeno- 
grams only too often reveal a cyst in the maxil- 
lary sinus which had never been suspected on 
transillumination of that sinus. Dental x-rays 
also may reveal an unsuspected abscessed tooth, 
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the dental nerve being devitalized and causing 
the patient no symptoms. There are some who 
prefer to examine smears of nasal secretions, 
which will give certain information. Nasal cul- 
tures, especially from the middle meati, are 
essential because the offending organisms may 
be cultured and vaccine prepared from the cul- 
tures obtained. The patient should always be 
skin-tested to his own intrinsic infection before 
actual vaccine therapy is begun. One is sur- 
prised at the frequency with which the patient 
reveals violent reactions to the desensitizing mix- 
ture made from his own nasal secretions. 

There are occasions when the culture is taken 
from the pharynx or tonsils if the latter are 
present. These occasions arise when the para- 
nasal sinuses are found to be free of infection 
and there is definite hypertrophy with infection 
of the lymphoid tissue on the posterior or lateral 
wall of the pharynx or at the base of the tongue. 
Occasionally a reddened, granular - looking 
pharynx is noted without follicular hypertrophy. 
The tonsils themselves may be harboring the in- 
fection. Gentle pressure on the tonsils may re- 
veal an abscess in the tonsil, and a search of the 
crypts may reveal decomposing food. The ade- 
noids may be abscessed or contain an infected 
cyst, even a Thornwaldt’s bursa; and thus it is 
repeated: the nasopharyngoscopic examination is 
always absolutely necessary for a thorough ex- 
amination. 

Allergic patients usually have a low blood 
calcium, and the blood calcium determination 
should always be included in their study. If one 
chooses, as mentioned previously, to make 
smears of secretions in allergic diseases, he will 
find an increase of eosinophils. This is usually 
more marked than in allergy of extrinsic or 
mixed type. One of the most recent, and un- 
doubtedly the most accurate, differential diag- 
nostic procedures is the Weltmann test. This 
simple test on the blood serum in unfailing repe- 
tition will demonstrate to the examiner whether 
the patient is suffering from bacterial allergy 
or non-bacterial allergy, and is a valuable ad- 
junct to the sedimentation rate test commonly 
used in determining whether symptoms are of 
infectious origin. 


Treatment.—There is only one method of 
treatment of bacterial allergy and that is to re- 
move the infection. It is also usually desirable 
that a vaccine be prepared from the cultures ob- 
tained at the time of removal of the infection. 
As mentioned previously, infected cysts of the 
maxillary sinus are frequently the cause of urti- 
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caria. A puncture of the cyst with a trocar with 
release of the fluid may alleviate symptoms tem- 
porarily and does provide a method of collecting 
material for the vaccine, but it does not pre- 
vent refilling of the cyst with recurrent symp- 
toms. Complete surgical removal of the cyst 
is imperative. The extraction of abscessed teeth 
and the removal of infected tonsils and ade- 
noids may be necessary. It is further desirable 
in some cases where improper ventilation is found 
intranasally to straighten the nasal septum to 
prevent the harboring of organisms in the nose, 
especially the anaerobic organisms. One may 
reasonably consider this a radical procedure, but 
after all, it is the simplest method of eradicating 
germs which thrive in the upper respiratory tract. 
Roentgen ray therapy on the lymphoid tissue 
of the pharynx and nasopharynx may be indi- 
cated. About 1,000 roentgen units are used, di- 
vided into 200-unit doses at weekly or ten-day 
intervals. A unit dispensing at least 200 kilo- 
volts produce the best results. Large follicles 
of lymphoid tissue should be removed surgically 
or by electro-coagulation previous to the roentgen 
ray therapy. 

V:ccines are essential in allergy because they 
arm the patient against possible future infec- 
tion by the same organism. The skin testing of 
the patient to the vaccine is also essential in that 
it will demonstrate how strong a dilution of 
vaccine should be administered for desensitiza- 
tion. The oral administration of high-vitamin- 
containing foods and medications, such as cod 
liver oil and tomato juice, is beneficial. The 
oral administration of calcium gluconate or other 
calcium compounds, (or in acute distress with 
edema, intravenous calcium gluconate), is neces- 
sary in patients with bacterial allergy. More 
recently potassium combinations have also been 
found helpful in allergic therapy. 

The treatment of paranasal sinus disease when 
it is the cause of allergic symptoms demands the 
thorough cleaning out of the diseased sinus or 
sinuses. This procedure will not permit the so- 
called antrum window operation because the dis- 
eased lining membrane still persists in the an- 
trum following that operation. It is to be ad- 
mitted that the antrum has good drainage, but 
the germs and toxins are still being produced 
throughout the thickness of the diseased tissue, 
and symptoms of bacterial allergy persist as long 
as the toxins are still being produced. The Cald- 
well-Luc, so-called radical, operation does re- 
move all the diseased tissue and allows a new 
healthy, but admittedly not entirely normal, 
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mucosa to reline the sinus, and healing occurs 
because adequate drainage has been provided, 


TYPES OF CASES OF BACTERIAL ALLERGY 


Case 1—O. S., a single white man, aged 60, was seen 
on March 15, 1933. For twenty years he had typical 
symptoms of pan-sinusitis. For the previous five years 
there had been a peculiar condition of the skin over the 
entire body, the appearance being that of wheat-bran 
sticking to a moist skin, which actually was dry. On 
March 16 and 17, 1933, the ethmoids and sphenoids 
were thoroughly cleaned out and a bilateral Caldwell- 
Luc radical antrum operation was done. At the same 
time, naso-frontal ducts were enlarged and the frontal 
sinuses irrigated. There was immediate improvement 
of the patient’s skin condition. Staphylococcus aureus 
was the infecting organism and vaccine was prepared. 
He was seen frequently throughout a period of six 
months and again three years later. There had been 
no recurrence of the eczema. He was then 63 years 
old and considering matrimony, now that his skin was 
no longer repulsive to a prospective bride. 


Case 2H. F., a single white man, aged 36, had 
never exhibited symptoms of allergy but had repeated 
upper respiratory infections, which were thought due 
to a cyst in the left maxillary sinus. On June 9, 1939, 
a Caldwell-Luc radical antrum operation was done to 
remove the cyst, which was found to contain alpha 
hemolytic streptococci. The operation was very easily 
and simply done, but the next day the patient’s lips 
and peri-orbital tissues, bilaterally, were s@ edematous 
that he was unrecognizable. Intravenous calcium glu- 
conate and sulfathiazole were administered. At the end 
of two days the swelling had disappeared. He was given 
vaccine and within three weeks the intradermal tests 
were negative. This demonstrates a case of angio- 
neuro-edema stimulated by the stirring up of infection 
by a surgical procedure. 


Case 3—W. N., a married white man, aged 34, was 
seen on January 19, 1939, with a history of severe urti- 
caria throughout his life. A thorough diagnostic check- 
up on this patient revealed only chronically diseased 
tonsils and it was thought necessary to remove them 
with vaccine preparation. Cultures obtained from the 
biliary and intestinal tracts showed non-pathogenic 
organisms. Two days later under light ether anesthesia, 
and with the use of the Davis mouth gag, tonsillectomy 
was done. As soon as the gag was inserted into the 
mouth a cyst about 2% cm. in diameter was noted on 
the anterior wall of the epiglottis (Fig. 1). The cyst 
ruptured just before it was removed in toto. Cultures of 
the cystic fluid revealed beta hemolytic streptococci, 
alpha hemolytic streptococci, and an anaerobic mixture. 
The tonsils showed the same organisms and several other 
non-pathogenic ones. Vaccine was prepared from both 
infections. 

It might be stated that the reason the cyst had been 
missed on the original laryngeal examination with a 
mirror was that the tip of the epiglottis turned sharply 
forward and to a great extent obscured the cyst, and 
only after elevation of the tongue, down to the cyst, 
by the tongue blade, did it become visible. 

There was an immediate flare-up of the urticaria fol- 
lowing the removal of the infected epiglottic cyst and 
tonsillectomy, but this subsided in a few days, and 
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the patient is yet supposedly perfectly free of urticaria. 
This is a report of an infected epiglottic cyst and ton- 
sils causing urticarial symptoms for more than thirty 
years, since infancy, and complete relief of symptoms 
on removal of the infection. 


Case 4—H. M., a married white woman, aged 37, 
was seen on May 1, 1931, with a complaint of deafness, 
which was diagnosed as otosclerosis, There were nu- 
merous members of her family, both distant and close, 
with the same disease. She was seen again one year 
later with a main complaint of obstructed nose and 
profuse watery nasal discharge. The nasal mucosa had 
a rather typical appearance of allergy. She was tested 
for various extrinsic allergens but found sensitive only to 
orris root. A chronic maxillary sinus infection was then 
suspected and roentgenograms demonstrated myxoma- 
tous lining membrane in both maxillary sinuses. She then 
developed a mild bronchitis. It was thought advisable, 
in order to prevent onset of asthmatic symptoms, to do 
a complete bilateral exenteration of the ethmoid and 
maxillary sinuses. A submucous resection of the nasal 
septum was also done to provide proper ventilation and 
drainage. The culture from the sinuses showed a heavy 
growth of streptococcus viridans and various staphy- 
lococci, and a vaccine was prepzred. Up to the present 
time there has been no recurrence whatever of bacterial 
allergic symptoms. However, by 1936 she had de- 
veloped mild symptoms of extrinsic allergic rhinitis, 
mainly to the pollens of various plants, which was 
entirely seasonal. 


This demonstrates a case of bacterial allergy 
with a minimal amount of extrinsic allergy origi- 
nally, showing, after a period of five years of 
continued freedom of bacterial allergy, a slight 
increase of seasonal pollen allergy. 


Case 5—A. C., a married white man, aged 33, had 
itching rash and wheezing cough for six weeks. He was 
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Fig. 1 
Diagrammatic sketch of infected epiglottic cyst (Case 3). Tip 
of epiglottis pointed anteriorly obscuring vision of cyst with 
mirror and it came into view on use of Davis mouth gag dur- 
ing tonsillectomy which elevated the tongue down to the cyst. 
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seen on May 10, 1937. The itching rash later 
proved to be periarteritis nodosa. The lesions extended 
all over the body. The maxillary sinuses were washed 
out several times in 1937. No organisms could be cul- 
tured from the washings, and, therefore, no vaccine 
was prepared. On April 24, 1941, he returned with all 
the skin lesions much worse. They had been present 
ever since he was originally seen, four years pre- 
viously. Roentgenograms showed a minimal amount 
of sinus infection, but in view of the severe skin lesions 
he had exhibited, it was thought advisable to clean 
out the sinuses and remove the tonsils and adenoids. 
These operations were completed on May 6, 1941. 
Staphylococcus albus was cultured from the sinuses. 
The tonsils showed alpha hemolytic streptococci, 
pharyngis sicca, and M. catarrhalis. Vaccine was pre- 
pared. He was seen on June 11, 1941, and the skin 
appeared normal in every respect. 


This case demonstrates a different and odd 
type of skin lesion which appeared solely as a 
result of chronic infection in the upper respira- 
tory tract. 


Case 6—K. T., a col'ege boy, aged 18, had urticaria 
for a period of approximately eight weeks, The urticaria 
followed an acute sphenoid and ethmoid infection, which 
was superimposed on a chronic infection, also involving 
the maxillary sinuses. Operations for the thorough 
cleaning out of the ethmoid, sphenoid and maxillary 
sinuses were performed. Staphylococcus albus and 
alpha hemolytic streptococci were the infecting organ- 
isms. He had typical marked edema of the soft tissues 
of the face following the operation, which was con- 
trolled by intravenous calcium. The urticaria imme- 
diately began to improve. He was seen on several 
occasions up to several months later, and when last 
seen he was free of urticaria. 


This demonstrates bacterial allergy in which 
an acute exacerbation of a chronic sinus infec- 
tion precipitated allergic manifestations, while 
the chronic infection had never produced such 
symptoms. 


Case 7.—R. C., a married white man, aged 45, had a 
submucous resection of the nasal septum on March 19, 
1939. On the day following removal of packs, swelling 
and pallor occurred in the nose, involving the septal 
membranes as well as the turbinates. Due to the 
fact that the patient lived in a pine grove and the 
pine cones were full of pollen at that time, it was 
throught he was having a reaction to pollens. In addi- 
tion, he began using numerous types of intranasal medi- 
cations, all against advice, in an effort to obtain breath- 
ing space. Later it was discovered that he had a 
hematoma of the nasal septum posteriorly which had 
become infected, producing all of the intranasal symp- 
toms. As soon as the hematoma subsided the allergic 
symptoms disappeared. 


This case demonstrates local intranasal al- 
lergy of bacterial type. 


Results —It is to be noted from the foregoing 


case records, that bacterial allergy has demanded 
surgical intervention, and it is to be stressed that 
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surgery alone, or surgery combined with vaccine, 
can produce desirable results. It may be stated 
without hesitation that uniformly good results 
are obtained by the elimination of infections 
which have produced allergic reactions. Vaccine, 
prepared from cultures of infections which have 
been explored and removed, is very essential. 


SUMMARY 


An attempt has been made to demonstrate 
the frequency of allergic symptoms due to bac- 
terial toxins rather than ordinary pollen, in- 
halant or other allergens. The bacterial allergy 
field is extremely large and the study of each 
case requires more facilities than the otolaryn- 
gologist alone can provide. The best results 
are obtained in those cases where the allergist 
and the otolaryngologist combine their resources. 
The symptoms of bacterial allergy resemble other 
types of allergy and one must depend upon the 
history and certain laboratory studies, especially 
skin tests, roentgenograms of the sinuses and 
teeth, and blood serum studies, such as the Welt- 
mann and sedimentation tests, which in them- 
selves reveal bacterial infections. Other blood 
studies, such as cell counts, differentials, and 
the blood calcium tests, give additional informa- 
tion. But bacterial allergy, after all, is proved 
only after skin tests to all types of extrinsic 
allergens have given no reactions and, conversely, 
autogenous vaccine has produced very definite 
reactions. It is again worthy of mention that 
complete eradication of the infection is neces- 
sary to obtain good results in bacterial allergy, 
and vaccines are of additional benefit. 


DISCUSSION (Abstract) 


Dr. Edley H. Jones, Vicksburg, Miss—Dr. Eagle men 
tioned the advisability of skin tests when using stock 
vaccines. My attention was called to this by Dr. John 
P. Henry, of Memphis, in discussing a case that had 
bronchial asthma, had had a bronchoscopy, at which 
time a specimen had been collected, and an autogenous 
vaccine made, and administered without any apparent 
benefit. Shortly afterwards, in the course of routine 
diagnostic testing, tests were made with stock vaccines; 
and he was given the one to which he reacted best, with 
notably good results. 

As a result of this conversation and our experience. 
for some years we have made it a practice routinely to 
test patients before giving vaccines. We make these 
tests in the usual manner, injecting 0.05 c. c. of the vac- 
cine intradermally. We use a selection of 5 stock catar- 
rhal and 1 stock streptococcus vaccine, reading the re- 
sults of the test at the end of 24 hours. We administer 
the vaccine which has the greatest reaction in proportion 
to its bacterial content. If we have very little reaction 
we do not advise any injections. If good reactions are 
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obtained, good results are usually obtained. Since we 
have adopted this procedure we have had far better 


results with catarrhal vaccines, and are sold on the idea. 


Dr. Eagle (closing) —Many of us use iodoform packs 
following sinus surgery. In our experience, iodoform 
causes tremendous edema of the mucosa in the allergic 
patient, whether bacterial in origin or not. For the past 
two years we have discontinued the use of iodoform 
with most satisfactory results. 





OCCUPATIONAL, SEASONAL HAY FEVER 
AND ASTHMA DUE TO 
NARCISSUS BULBS* 


By Vincent J. DERBEs, M.D." 
New Orleans, Louisiana 


The narcissus is a member of the Amaryllida- 
ceae which includes 90 genera, yielding, in ad- 
dition to numerous flowering bulbs, valuable 
fiber as henequen, pita and sisal hemp. The 
name is probably derived from the Greek 
narke, stupor, rather than the legendary egoist, 
for it has been reported that ingestion of thirty 
to forty grains of the bulb has produced alarm- 
ing symptoms (Walsh).2 The family is closely 
related to the Liliaceae which includes the 
onion, garlic and asparagus and to the Irida- 
ceae which embraces the iris and gladiolus. 
Narcissi are popular spring flowering bulbous 
plants including the daffodil, campernelle, jon- 
quil, polyanth and Chinese sacred lily (Bailey 
and Bailey).® 

Vast numbers of narcissi are raised in the 
Scilly Islands and a contact dermatitis, “ily 
rash,” is very common there.? This condition 
has been reported in this country by Stryker* 
and appears to be closely allied to “tulip fin- 
gers,” described by Caulfeild,° Rappaport and 
Welker,® and others. The degree of exposure 
may be realized when we learn from Walsh 
that most expert pickers have been known to 
gather 2,000 bunches of 12 blooms each in the 
course of a single day. The case to be de- 
scribed is unique in that it is the first in which 
allergic respiratory symptoms have been pro- 
duced by inhalation of dried narcissus bulb 
substance.* 





*Read in Section on Allergy, Southern Medical Association, 
Thirty-Fifth Annual Meeting, St. Louis, Missouri, November 
10-13, 1941. 

7From the Vaughan Graham Clinic, Richmond, Virginia. 

tSeveral years ago a patient presented himself at this clinic 
with a history of asthma from handling gladiolus bulbs but 
no confirmatory studies were made at that time. 
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CASE REPORT 


Mr. T. D. S., aged 27 years, native of Florida, a 
narcissus bulb farmer by trade, has had seasonal 
asthma and hay fever from June 1 to December 1 
for the past ten years. He has been in his present 
occupation for the past twelve years. He plants 500 
acres of narcissus bulbs and says that it is the dust 
from the bulbs that causes his symptoms. Leaving 
the farm when he is having an attack of asthma 
gives him prompt relief. Narcissus pollen has no 
effect on him. About 125,000 narcissus flowers a day 
are sold and he is thus exposed to massive quantities 
of pollen at the time they are cut for shipping, but he 
is symptom-free at that time. When handling the 
bulbs he has pruritus of the hands, face and neck or 
other exposed parts of the body where the dust lodges, 
but he does not have frank eczema nor urticaria. 
There is no familial allergic history. 

There was nothing noteworthy on physical examina- 
tion. Routine laboratory studies were negative with 
the exception of a five per cent blood eosinophilia. 

The outstanding allergic finding was markedly posi- 
tive endermal reactions to extracts of narcissus peel 
and bulb, whereas skin tests to narcissus pollen were 
negative. These extracts, containing 0.01 mg. nitrogen 
per c. c. were nonirritant as shown by negative reac- 
tions in ten control subjects. The reaction was so 
strong that an attack of asthma supervened within 
ten minutes of testing, although he had had no asthma 
for four and one-half months. When 0.5 c. c. of 
epinephrine 1.1000 was given subcutaneously sputum 
was brought up and a Wright stain of a smear made 
therefrom was found to contain 27 per cent of eosino- 
phils. There was an intense local reaction for hours. 
Certain other of his reactions were of interest. He 
gave positive tests to orris root, asparagus, garlic and 
onion, all related Dotanically. Negative reactions were 
obtained to grass and ragweed pollens both by skin 
and conjunctival tests. Passive transfer was positive. 


DISCUSSION 


There are several interesting features to this 
case. Thus the time required for sensitization 
(2 years) parallels closely the time required for 
the establishment of sensitivity to sugar beet 
pollen reported by Phillips.’ Again, the cross 
reactions to orris root, garlic and other botanical 
kin and the negative response to narcissus pol- 
len finds its counterpart in the work of Farmer,® 
who demonstrated in grass pollen sensitized 
cases that there was no immunologic relation- 
ship between the pollens and seeds of the same 
grass, although there were numerous cross re- 
actions to other grass pollens. Skin sensitizing 
antibodies are generally lacking in ‘“‘tulip fin- 
gers” (Rappaport and Welker, Caulfeild), but 
were present in this case. This, of course, is 
not dissimilar to the condition obtaining in 
dermatitis and hay fever caused by ragweed. 
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SUMMARY 


The first case of seasonal asthma and hay 
fever due to inhalation of dried narcissus bulbs 
is reported. 
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DISCUSSION (Abstract) 


Dr. Warren T. Vaughan, Richmond, Va—We started 
this patient with aqueous extracts of narcissus bulb, 
ran him up to a fairly concentrated extract, and he 
obtained about fifty per cent relief this year. We are 
continuing with perennial treatment and hope to im- 
prove the results next year. It would have been dif- 
ficult to get much more than fifty per cent because of 
the continued heavy exposure, but the results were 
definitely better than he has had in previous years. 

One additional observation is of some interest. He 
had a colitis and had been told that it was probably 
allergic. We found an amebic infection, which brings 
home the fact that a person who is suffering from 
allergy may have other equally important non-allergic 
diseases. 


Dr. Ralph Bowen, Houston, Tex.—This case clearly 
emphasizes the need for considering our occupational 
inhalants and exposures. 

Recently I saw a woman who said she had hay 
fever. From this history you would think she might 
be a ragweed case, but I discovered that she wore two 
different types of cosmetics, one in the summer and 
one in the fall. She gave a 44 reaction to orris root, 
and it was this fall cosmetic she was wearing which 
explained her hay fever, another case of a ground-up, 
powdered root explaining a nasal allergy. Wrinkle 
has reported three cases of allergy to spirea. 

In Texas we have a lot of trouble from cottonseed. 
The linters give off dust that causes nasal allergy. 

Texas children perspire excessively, and the perspira- 
tion will throw the pollen into solution. We have 
all kinds of trouble which many people consider just 
heat rash, but which really are pollen sensitivity. 


Dr. Derbes (closing) —The history is of very great 
value in allergic cases, often of muth more value than 
numerous tests. 
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THE DIFFERENTIATION OF BRONCHIAL 
ASTHMA FROM SIGHING DYSPNEA 
AND CARDIAC ASTHMA* 


By W. H. Brownine, M.D. 
Shreveport, Louisiana 


We, as allergists, are often confronted with 
the problem of differentiating bronchial asthma 
from other forms of dyspnea. In most instances 
this problem is not difficult, but because of its 
simplicity and because of the prominent signs 
and symptoms of bronchial asthma, we are likely 
to make this diagnosis without adequate study 
of the patient... We seem to forget that the 
same prominent signs and symptoms may be pro- 
duced by conditions other than bronchial asthma. 
We often repeat, but sometimes fail to heed, the 
axiom “All that wheezes is not bronchial 
asthma’’. Some of us have gone further. We 
have diagnosed as bronchial asthma, dyspnea in 
which there is no wheezing. Such an error is 
obviously due to inadequate history, careless ex- 
amination and possibly too much reliance on the 
referring physician’s diagnosis. 

It is the purpose of this paper to call atten- 
tion to two conditions, one without wheezing, 
the other with wheezing, which are sometimes 
confused with bronchial asthma. These condi- 
tions are sighing dyspnea and cardiac asthma. 
Methods of differentiating these conditions from 
bronchial asthma will be discussed in some detail. 


SIGHING DYSPNEA 


The syndrome of sighing dyspnea was first 
described by Maytum? in 1938. His description 
I consider a classic, and no attempt is being 
made to add to it, but I am taking much of my 
material from his article in order to call atten- 
tion to this syndrome. 

Sighing dyspnea may be defined as a neurosis 
of functional origin characterized by deep, sigh- 
ing respirations in which the accessory muscles 
of respiration are brought into play and the 
respiration is greatly increased in depth without 
much change in the respiratory rate. 

As pointed out by Maytum,’ sighing is a 
normal response to fatigue or mild emotional 
tates such as grief, sorrow, worry or shock, yet 
under proper environment it may assume Clin- 
ical importance. Mental stress, nervousness or 





*Read in Section gn Allergy, Southern Medical Association, 
Thirty-Fifth Annual Meeting, St. Louis, Missouri, November 
10-13, 1941, 
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emotional strain cause rapid, shallow breathing 
which in turn causes nervous irritability, fatigue 
and an oxygen deficiency of the respiratory cen- 
ter. According to Haldane,’ anoxemia and fatigue 
of the respiratory center produce “A feeling of 
inability to expand the chest to breathe just as if 
it were mechanically constructed”. 

The course of events, in most cases, is that the 
patient is under some mental or emotional stress 
which causes shallow respiration and this pro- 
duces an oxygen deficiency of the respiratory 
center. To compensate for this deficiency, the 
patient begins sighing. After a series of sighs, 
the involuntary nervous reaction may voluntarily 
disappear, allowing the body adequate oxygen 
intake and therefore dispensing with the sighing. 
On the other hand, should the nervous reaction 
net subside, the patient’s attention is soon at- 
tracted to his breathing and he becomes aware 
thai something is wrong. The syndrome is now 
developed. 

The attacks occur more frequently in women 
than in men and they occur more often during 
the day than at night, but I am of the opinion 
that the allergist will see more cases that are 
having their attacks at night because if a patient 
is awakened from a sound sleep with one of 
these attacks, he naturally becomes excited, calls 
his physician and quite often an erroneous diag- 
nosis of bronchial asthma is made. When you 
see this patient the next day and he describes 
his attack to you, it may be very difficult to 
say that the patient did not have bronchial 
asthma because quite often these patients will 
tell you that they had wheezing. After you fol- 
low them further, you find that they really do 
not know what is meant by wheezing. They 
may consider long, loud inspirations as a form of 
wheezing. 

The typical attack, according to Maytum? and 
confirmed in my experience: 

“Consists of a series of deep, sighing respirations which 
are greatly increased in depth without much alteration 
in the respiratory rate. The shoulders are elevated 
with each inspiration and the accessory muscles of 
respiration are brought into action much the same as 
in an asthmatic attack. The facial expression displays 
anxiety and distress, and the patients often put one or 
both hands to the thorax. It is not uncommon for the 
patient to run to a window or even out of doors in an 
attempt to get sufficient air.” 

The patient appears to be acutely ill. If the 
attack is long and severe, tetany may occur from 
hyperventilation with the loss of excessive 
amounts of carbon dioxide. Paresthesia of the 
extremities is common. Many patients experi- 
ence the sensation of impending death. 
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To differentiate such an attack, as just de- 
scribed, from bronchial asthma is no easy prob- 
lem and the only method of making a correct 
differentiation is by means of the history. One 
should question the patient in detail concerning 
wheezing and it is often necessary to explain to 
the patient just what is meant by wheezing. How- 
ever, during the course of taking the history the 
patient will often take a deep, sighing inspira- 
tion because most of them are under some nerv- 
ous tension at the time of the examination. 
This should give one a clue as to the diagnosis 
but if it does not, the patient will usually use 
some stereotyped phrases* which are so charac- 
teristic that they are, in themselves, diagnostic of 
sighing dyspnea. These phrases are: “I just 
can’t get a deep breath” or, with the hands 
about the level of the second ribs anteriorly will 
say: “I just breathe below this” or “I just 
can’t get a satisfying breath” or “Something 
prevents air from going to the bottom of my 
lungs” or “Something seems to press on my 
chest”. After a patient has given you a lead such 
as this, it is usually a simple matter then to de- 
termine definitely that he does not have bron- 
chial asthma. As a rule, the physical examina- 
tion is entirely negative. I have seen several 
patients who had nocturnal sighing dyspnea over 
a rather long period of time and who, in their 
histories, said that they had been relieved re- 
peatedly by the use of epinephrine. I presume 
that the psychic effect of the arrival of the phy- 
sician in charge had given the patient confidence 
and thus relief. 

Sighing dyspnea is a functional disorder and 
is not caused by organic disease. It may co- 
exist with organic disease, but the underlying 
cause of this disturbance is always a nervous 
disorder and the treatment of the condition is 
the treatment of the underlying nervous dis- 
order. ’ 


CARDIAC ASTHMA 


Cardiac asthma is the result of left ventricu- 
lar failure. However, not all cases of left ven- 
tricular failure result in cardiac asthma. Racke- 
mann* first advanced the theory that cardiac 
asthma is the result of heart failure in an allergic 
individual or in one potentially allergic. Swine- 
ford,® after extensive studies, has reached ap- 
proximately the same conclusion. He is of the 
opinion that the cardiac failure has thrown the 
patient out of allergic balance and I must add 
that his studies are very convincing and afford 
an excellent explanation of why some patients 
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with left ventricular failure have asthmatic 
symptoms whereas others do not. 

The exact pathogenesis of cardiac asthma is 
not known. Presumably, left ventricular failure 
occurs, causing edema of the lungs. This edema 
is different from edema in other parts of the body 
in that a large part of the fluid is outside the 
physiologic body in the alveolar lumen. This 
edema is supposed to occur quickly. A reflex 
spasm of the bronchioles is produced and we 
have the typical symptoms of bronchial 
asthma.® 7 § 

It is important in the treatment of the pa- 
tient that we know the cause of the asthma. 
Even though we assume that cardiac asthma is 
nothing more than heart failure in an allergic 
individual, it is still necessary to know that car- 
diac failure is the underlying cause. Epinephrine 
is almost a specific for bronchial asthma, but 
may be quite detrimental to the heart in a pa- 
tient with cardiac asthma. Morphine is almost 
a specific for a patient with cardiac asthma, but 
this drug may be quite harmful to a patient 
with a typical attack of bronchial asthma. In 
such cases where ordinary means of differential 
diagnosis fail us, circulation time tests are in- 
valuable.® *-!® Only two tests are essential and 
they are relatively simple. 


CIRCULATION TIME TESTS 


The first is known as “Arm to Lung Time”. 
For this test there are two methods available, the 
ether time test and the paraldehyde time test. 
The ether time test, as developed by Hitzig," is 
the method of choice inasmuch as Hussey and 
Katz'® have shown the unreliability of the paral- 
dehyde time test in patients with heart failure. 


Technic.—The patient is allowed bed rest for 
at least one-half hour before the test. When the 
test is begun, the arm is placed in such a posi- 
tion that the antecubital vein and the heart are 
on an approximate level. The needle is inserted 
and allowed to remain in position for 30 seconds 
to 1 minute after removal of the tourniquet be- 
fore injection is begun. Then, very rapidly, in- 
ject 0.3 c.c. of ether mixed with 0.3c.c. of 
physiologic saline. With a stop watch, measure 
the time that elapses from the beginning of the 
injection until ether is smelled on the breath. 
Both the patient and the assistant can check on 
this. The patient should be instructed to say 
“Yes” the moment he smells the ether; but ordi- 
narily he will cough or change his facial expres- 
sion as soon as the ether is smelled. At the satne 
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time the operator can smell the ether on the pa- 
tient’s breath. Normal is 3.5 to 8 seconds. 

The second test is known as “Arm to Tongue 
Time”. For this, many substances have been 
used, the most common being sodium cyanide,® 
calcium gluconate,!* decholin,!’ saccharin,!? lobe- 
line,!* 1° and magnesium sulfate.” Golden and 
Brams”° and Bernstein and Simkins’ have re- 
ported harmful results from the use of calcium 
gluconate with patients who had taken digitalis. 
Decholin is contraindicated because sensitivity 
to it is not infrequent”! and because it tends to 
produce shock unless injected slowly. Macy? 
reports one death following its use. Saccharin 
may produce thrombosis of the injected vein and 
is painful to the patient if tissue infiltration oc- 
curs. Leinoff** reports one death following the 
use of saccharin and ether, and Hitzig!! advises 
that these two tests should not be made in the 
same arm. The magnesium sulfate test as de- 
veloped by Bernstein and Simkins" in this coun- 
try seems to be the most satisfactory test to 
use as the end-point is extremely sharp and un- 
toward reactions are rare. 


Technic—tThe test is performed under the 
same conditions as given in the previous test. 
Inject 6 c.c. of 10 per cent magnesium sulfate 
rapidly. Time is measured from the beginning 
of the injection until the patient experiences a 
burning sensation in the posterior pharynx. Nor- 
mal is 9 to 16 seconds. 


After performing these two tests, the last 
step is to calculate the “Lung to Tongue Time”. 
This is done by subtracting the ether time from 
the magnesium sulfate time. Normal is 5 to 10 
seconds. In cardiac asthma the “Lung to 
Tongue Time” is definitely increased, whereas 
in bronchial asthma this time is normal or de- 
creased. 


A new method, whereby the “Lung to Tongue 
Time” is measured directly by having the patient 
exhale forcibly and then inhale two breaths of 
50 per cent carbon dioxide, the end-point being 
a sensation of warmth passing over the head, 
has been reported by Gubner, Schnur and Craw- 
ford.*4 Normal is 5 to 10 seconds. In this di- 
rect method, as in the indirect method, the 
time is increased in cardiac asthma and is nor- 
mal or decreased in bronchial asthma. 

I have tried this method on a number of 
normal individuals and I find that the end- 
Point is too indefinite to be of much value when 
used on critically ill patients. 
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SUMMARY 


(1) Cardiac asthma and sighing dyspnea may 
be easily confused with bronchial asthma. 

(2) Sighing dyspnea is diagnosed between at- 
tacks by the tendency of the patient to sigh fre- 
quently and by noting the use of stereotyped 
phrases to describe his symptoms and is diag- 
nosed during an attack by the continued ab- 
sence of wheezing. 

(3) Circulation time tests, necessary for the 
differential diagnosis of cardiac asthma and 
bronchial asthma, are described. 
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DISCUSSION (Abstract) 


Dr. Homer E. Prince, Houston, Tex.—I can remem- 
ber two cases of sighing dyspnea, each of which oc- 
curred in individuals who had other allergies. The first 
was a young man who had an unmistakable hay fever 
and a rather advanced sighing dyspnea. He was not 
concerned about his hay fever because it did not bother 
him, but he wondered if allergy management would 
take care of the other condition. Fortunately perhaps 
for both of us he was not encouraged to become a 
patient. The other case was a child about four years 
of age who has an asthma satisfactorily treated. His 
mother called my attention not long ago to the fact 
that he was breathing in a peculiar manner that did 
not resemble his previous attacks of asthma. Sure 
enough, he accommodated us with a typical demon- 
stration of the breathing Dr. Browning has described 
when the matter was mentioned. Instructions to his 
mother to pay no attention successfully took care of 
the situation for this child. 

Any asthmatic, particularly past the middle decades 
of life, may present a coniusing condition, and if the 
possibility of existing cardiac disease is not appreciated, 
treatment may accomplish little or even be detrimental 
if valuable time is allowed to elapse before institution 
of proper cardiac therapy. Electrocardiographic studies 
on these patients are frequently inconclusive, and it may 
remain for a period of rest or differential therapy to 
show the actual importance of true asthma or of car- 
diac disease. If wider use of technic such as those 
outlined here by Dr. Browning could be employed, 
some confusion and time might be saved. 

I was interested in Dr. Browning’s remark that mor- 
phine is indicated in cardiac asthma. I would like to 
ask him whether he reserves morphine for the patient 
who has asthmatic symptoms as a result of cardiac 
disease only, or whether he feels that the patient with 
cardiac disease who has definite allergic asthma pre- 
cipitated by his heart disease is also the type who 
should receive morphine. 


Dr. Hal M. Davison, Atlanta, Ga.—Most cases that 
have been referred to me for asthma, which are suf- 
ferers from other conditions than asthma, may be 
classified as follows: (1) pulmonary fibrosis, (2) em- 
physema and (3) cardiac decompensation. However, 
occasionally a patient with sighing dyspnea, with or 
without other allergic manifestations, does come for 
examination with the belief that he is suffering from 
bronchial asthma. Most patients with sighing dyspnea 
fear heart disease, lung disease, enlargement of the 
thyroid gland, or tumors. In any case, of course, 
the proper diagnosis must be made. 

Early in practice I became greatly interested in 
the care of patients with neuroses and I have treated 
a relatively large number. A greater percentage of 
these patients experience the sensation that produces 
this type of respiration. 


It harms a neurotic patient for a physician to tell 
him anything about himself that cannot be either 
proven or demonstrated, if not actually, at least by 
inferential and logical means. 


It appears that sighing dyspnea has a neurotic basis 
and no one has ever demonstrated any other cause. 
The explanation that I give to my patients is differ- 
ent from the one suggested by Maytum and by Hal- 
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dane. In explaining the mechanism of the production 
of their symptoms to neurotic patients I attempt to 
demonstrate the counterpart of these symptoms in a 
so-called normal individual. Any person may ex- 
perience the beginning of this sighing type of respira- 
tion when startled or suddenly frightened, but the ele- 
ment of suddenness is involved, It is not inconceivable 
that, if the fright be great enough, the reaction, mani- 
fested externally by sighing dyspnea, may produce a 
conditioned reflex and through this mechanism be re- 
produced later while the patient is either awake or 
asleep. 

All the cases of cardiac asthma that I have person- 
ally observed have occurred in patients with recognized 
heart disease sufficiently advanced to obviate any doubt 
of its existence. Before I had the privilege of hearing 
Dr. Swineford’s paper, I had considered the accom- 
panying asthma as part of the cardiac symptomatology. 
He convinced me that at least a greater percentage, 
if not all, of cases with cardiac asthma had an allergic 
causation of their wheezing, with cardiac decompen- 
sation as the trigger element. Kern and others have 
reported cases of cardiac asthma unrelieved of their 
symptoms until they were separated from the offend- 
ing allergens. Since my enlightenment, every case of 
cardiac asthma that I have seen, has speedily recovered 
from treatment for cardiac decompensation or as speedily 
ceased to need treatment for other reasons. 

Fortunately, treating cardiac decompensation and 
thereby relieving the trigger element stops nearly all 
cardiac asthma. 

As far as the use of epinephrine is concerned, in 
the proper dosage, it does not harm most cases of 
cardiac disease. It is quite useful in some, and I have 
used it for relief in cases of cardiac asthma with good 
results. 

I believe there will be few cases in which there will 
be necessary the differentiation between cardiac asthma 
and bronchial asthma with no cardiac involvement. 
However, for such a diagnosis it is good to have at 
one’s command a simple method such as Dr. Browning 
has given us. 


Dr. Warren T. Vaughan, Richmond, Va.—We all see 
cases with occasional deep sighing inspiration and ex- 
piration, usually sent in as asthma. Several months ago 
a man came in complaining of periods of jitters; each 
day he would get jittery, his hands would tremble and 
he could not do his work very well. He had sighing 
respiration when jittery. One physician had given him 
phenobarbital, Later he went to another who found 
him sleepy and sluggish and gave him thyroid extract. 
When he saw us he was taking both thyroid and 
phenobarbital. His symptoms suggested hyperinsulinism. 
His sugar tolerance curve dropped to around 48. On 
a high fat, high protein, low carbohydrate diet, his jit- 
ters cleared up. Incidentally, he remarked that his 
sighing respiration had also disappeared. We have 
since seen three other cases, all sent in for asthma, 
all with sighing respiration and no true asthma. Two 
of the three had sugar tolerance curves of hyperin- 
sulinism, and were relieved on appropriate diet. The 
third was not. Dealing with asthma, we are going to 
see this type of case, and I present hyperinsulinism 
to you as a possible cause in addition to the neuroses 
mentioned by Dr. Browning. 
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The sugar tolerance test should be carried over a 
long time. The first part of the curve may be normal; 
it may be a hyperinsulin type of curve; it may even be 
the diabetic type of curve, but whether it is normal 
or abnormal, unless the blood sugar drops below 50 the 
test should be continued for as long as four or even 
five hours, in search for a delayed fall. 


Dr. Browning (closing) ——When an individual comes 
into my office who is past 60, sometimes a little younger, 
who has developed his asthma recently, in other words a 
late development of asthma, about the first thing that 
I do is a circulation time test on him. If I find that 
he has prolonged circulation time my ucual routine is 
to put him at rest and give him small doses of mor- 
phine. If I do a circulation time test and determine 
that his heart is good I proceed with the allergic sur- 
vey. I avoid morphine in such cases. 

Dr. Davison’s explanation of sighing dyspnea is in- 
teresting and I am glad to hear it. I have no ex- 
planation myself. I quoted Haldane’s explanation. 

Just how many cases we will find are due to hyper- 
insulinism I have no idea. I have done no curves on 
them. 





TREATMENT OF LICHEN PLANUS* 


By A. H. Conran, M.D. 
St. Louis, Missouri 


This discussion is intended to be a review of 
the literature of the treatment of lichen planus 
and not a revelation of a new or specific treat- 
ment. Judging from the multitude of reports of 
different treatments of this disease, one feels jus- 
tified in assuming that so far no specific has been 
discovered for lichen planus. 

From an etiologic standpoint this disease is 
still a mystery. Various investigators have ad- 
vanced theories, claiming that it is due to an 
infectious agent, that it is of psychogenic origin 
and still others hold that it is a combination of 
both. In 1933, Jacob and Helmbold reported 
the isolation of an anaerobic, non-motile, unen- 
capsulated, nonspore-bearing, gram-negative bac- 
illus in 25 or 28 cases. Inoculations with this 
organism into human skin produced in a few 
cases lesions which were clinically and histologi- 
cally lichen planus. Other investigators in at- 
tempting to corroborate this evidence have failed. 
A virus has also been advanced as the etiologic 
agent. Still others feel that the cause of lichen 
planus is not a pathogenic organism, but rather 
that the disease is the result of psychic trauma 
of an acute or chronic nature. No doubt most 





*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Thirty-Fifth Annual Meeting, St. Louis, 
Missouri, November 10-13, 1941. 
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of you have been impressed by the relationshiy 
of sudden grief and worry to the outbreak of an 
attack of acute lichen planus. Dr. Joseph Eller 
reported an increase in the incidence of the dis- 
ease following the financial depression in 1929, 
However, English workers found no increase dur- 
ing the first World War. It is quite frequent to 
find recurrences of the disease following periods 
of depression or worry. Engman feels that the 
psychic trauma, per se, is not the etiologic agent 
but that the insult to the nervous system pre- 
disposes to the onslaught of the eruption. 

Certain investigators feel that the etiology, 
whatever it may be, is associated with the cen- 
tral nervous system as evidenced by an increased 
number of large mononuclear cells in the spinal 
fluid. So, at least for the present, I believe we 
can safely assume that the etiology is still a mat- 
ter of debate. 

The therapy of this malady must be discussed 
under three categories based on the stage of the 
disease, namely: the acute, the chronic and the 
hypertrophic. In the acute outbreak of lichen 
planus there is probably no drug which causes 
so rapid relief of symptoms as the intramuscular 
injection of a 1 per cent solution of bichloride 
of mercury in normal saline. This is given in 
doses of 1 c. c. two to three times a week. The 
pruritis usually is relieved by the first or second 
injection and the case responds fairly rapidly. 
However, it is often impractical to give injections 
of mercury. Occasionally the use of mercury by 
mouth or arsenic by mouth combined with anti- 
pruritic lotions will prove quite satisfactory. The 
mercury is usually prescribed as the mercury and 
chalk tablets and is administered in doses of 
1 grain, taken three times daily. The protiodide 
of mercury may also be used. The arsenic may 
be given as arsenic trioxide in doses ranging from 
1/50 to 1/20 grain. This is given in the form 
of the familiar asiatic capsule. Arsenic may also 
be given as Fowler’s solution. These methods 
often prove of great value when treating an 
elderly patient or one who lives at a great dis- 
tance and cannot be seen oftener than once a 
week. 

Another treatment which has recent!y been 
proposed by Burgess in the Canadian Medical 
Association Journal is the use of vitamin B com- 
plex. Burgess treated 15 cases, using liver ex- 
tract and the various components of the B com- 
plex. Four of these cases, however, failed to 
respond and he feels that this was the result of 
undue nervousness and worry. This work prob- 
ably was inspired by a report in the Bulletin of 
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the French Society of Dermatology and Syphil- 
ology in June, 1939, by Tzanck, Sidi, and Tar- 
dieu of the cure of three cases of lichen planus, 
following the injections of nicotine acid amide. 
All of these three cases showed the involvement 
of the mucous membranes. 

Another treatment used in acute lichen planus 
is indirect x-ray. This was first proposed by 
Pautrier, Driver, Marin and Prieto. The Foers- 
ters were the first to introduce it in America. 
This consists of the use of unfiltered radiation 
giving one unit over the dorsal and lumbar ver- 
tebrae at right angles to the laminae. It has 
been our experience, however, that this treat- 
ment is seldom of any value. The use of local 
x-ray does seem to be very beneficial. The usual 
dose is %4 of a skin unit administered once 
weekly. Usually four to six treatments are suf- 
ficient to improve the patient. 


Several treatments based on a psychic effect 
have been proposed. One such treatment which 
has now been discarded is that proposed by 
Pernet and Pautrier. This consisted of the use 
of spinal puncture. It is also possible that the 
x-ray which is given over the spine has a similar 
action. Some investigators have even claimed 
to have cured this disorder by the use of sug- 
gestion. I feel that these procedures may be 
discarded as unsatisfactory. Stevenson of Okla- 
homa reported the cure of a patient following 
four injections of manganese butyrate. 

A form of treatment which has come into 
prominence in the past 10 years and which we 
found very satisfactory is the use of bismuth. 
This may be given either as the bismuth salic- 
ylate in oil or an aqueous solution of bismuth 
potassium tartrate. The bismuth in oil is given 
at weekly intervals while the aqueous solution 
must necessarily be given 2 to 3 times a week. 
We feel that the aqueous solution js superior, 
even though it necessitates more office visits for 
the patient. 

Arsenic has been one of the mainstays in the 
treatment of lichen planus for many years. Sut- 
ton feels that neoarsphenamine is of no value 
in the treatment of lichen planus though others 
have claimed to have had excellent results. It 
is interesting to note that sometimes during the 
treatment of syphilis with arsenicals an eruption 
develops which is clinically indistinguishable 
from lichen planus. Pathologically these lesions 
are said by some to be identical with lichen 
planus, while others feel that they can differen- 
tiate the two. Arsenic is usually given in the 
form of 2 per cent solution of sodium arsenate 
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and is administered intramuscularly at intervals 
of 2 or 3 days. We have found this to be quite 
effective. It may also be given in the form of 
sodium cacodylate. This is given at weekly 
intervals. As mentioned before arsenic may be 
given by mouth. 

Next we come to different combinations of 
arsenic and heavy metals. The first we will 
mention will be bismarsen, which is bismuth 
arsphenamine sulfonate. This was reported by 
us two years ago at this meeting. We have been 
using it ever since that time and have found 
that it is very helpful in cases many of which 
prove unsatisfactory to other forms of therapy. 
Our dosage has not changed and we still em- 
ploy 0.1 grams given twice a week. I would 
again like to emphasize, at this time, the neces- 
sity of caution in the use of this drug. We have 
found that we have more success in the treat- 
ment of lichen planus of the buccal mucous 
membranes with this drug than with others. 

The last phase in this discussion is the treat- 
ment of the hypertrophic form of lichen planus. 
This form probably presents the most difficult 
problem in the treatment of this disease. Va- 
rious and sundry methods have been advanced 
but are usually unsatisfactory. Most of these 
are based upon destructive measures. Dennie 
and Morgan of Kansas City suggest the use of 
a 1 per cent solution of procaine hydrochloride 
injected intra-epidermally. This brings about a 
temporary ischemia with a possible necrosis of 
the injected area. Another method is the use of 
solid carbon dioxide. Another destructive meas- 
ure is the use of a keratolytic paste, which in- 
corporates 30 per cent salicylic acid. Most of 
us have found x-rays helpful in the treatment 
of this phase of the disease. 


DISCUSSION (Abstract) 


Dr. Roy L. Kile, Cincinnati, O—The etiology of 
lichen planus is certainly an interesting subject. We 
ought not to deny the relationship of this ‘disease to 
sudden nervous shock. Not only does the disease some- 
times appear after sudden nervous shock, but I have 
seen, on several occasions, the disease disappear after 
using a placebo for several weeks. 

The number of treatments suggested for lichen planus 
in itself is evidence that we have no specific, but I can 
strongly vouch for the statements that Dr. Conrad has 
made for the use of bismarsen. 

It has one definite disadvantage and that is its cost. 
It is much more expensive than the other commonly 
used preparations, but I think its value exceeds this 
objection. 

I usually start with 0.1 gram and increase this to 0.2 





re eee 








920 SOUTHERN MEDICAL JOURNAL 


gram after the second or third injection, depending on 
how much pain has been caused. 

Many extensive cases of lichen planus that have had 
other methods of treatment respond to the injections 
of bismarsen. Usually it takes six or eight injections 
before much improvement is noted, but after ten or 
twelve injections the lesions usually have completely 
disappeared. 

As you are all aware, lichen planus tends to recur. 
Hence I sometimes carry the treatment on, at two 
weeks or one month intervals for some time. I think 
bismarsen is a definite improvement over our older 
methods of treatment of this disease. 


Dr. Dudley C. Smith, University, Va.—Several years 
ago I heard a paper on the treatment of lichen planus 
with x-ray over the cervical spine. In discussion of 
that paper, another physician showed a lantern slide 
of a patient who had been treated in this way and in 
the area of skin which had been exposed to the x-ray 
there was an eruption typical of lichen planus. 

Dr. Conrad mentioned Burgess’s recommendation in 
regard to treatment of lichen planus. We have been 
using liver extract injections and vitamin B complex 
by mouth in the form of brewers’ yeast; and we think 
we are getting better results than we get with any 
other method. We use the unconcentrated liver extract. 
The manufacturer in his concentrated liver extract 
attempts to get as much of the pernicious anemia factor 
per c. c. as possible. In the treatment of lichen planus 
you want a high content of B complex. We are giving 
3 c. c. three or four times a week, and at the same time 
giving brewers’ yeast by mouth, 


Dr. Richard S. Weiss, St. Louis, Mo.—In generalized 
cases of lichen planus in our hands, the use of bismarsen 
has been most successful and has produced results, as 
Dr. Kile has outlined, and the eruption tends almost 
completely to disappear in six to eight injections. Fur- 
thermore, it is necessary to give a few injections at 
wider spaced intervals for a month or two following the 
disappearance of the eruption. Lichen planus of the 
mouth in our hands yields a little better to bismarsen 
than to any other method of treatment. 


Dr. Everett R. Seale, Houston, Tex—Among the va- 
rious methods of treating lichen planus, many have 
something in common, namely: frequent office visits, 
painful office visits or the use of impressive modalities. 

Inasmuch as improvement is frequently noted from 
any or all of the above, the importance of psychotherapy 
cannot be overlooked. 

In many of the severe acute cases that I have seen, 
worry and environmental conflicts have been quite 
prominent and these people have improved only by 
changing the environment or by psychotherapy. 


Dr. Richard L. Sutton, Jr., Kansas City, Mo.—We seek 
out foci of infection in lichen planus with great dili- 
gence, and consider this, as Dr. Chipman did (J.A.M.A., 
71:1276, 1918), a valuable measure indeed. We use 
acetarsone by mouth, one tablet of the standard 0.25 
gram size, twice a day, a modest dose. Vitamin C 
intravenously in a dosage as great as 500 milligrams 
at a time seems to help. It takes from two to six 
months with this method as with the others. 


Dr. Conrad (closing) —From the discussion it is ob- 
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vious that this is a problem by which we are all con- 
fronted quite frequently. This paper, as I have stated 
before, is not to advocate a new treatment but is merely 
a review of the literature on the treatment of lichen 
planus. 

However, I should like to reiterate our results with 
the use of bismuth arsphenamine sulfonate (bismarsen), 
It is especially valuable in cases which have been ob- 
stinate or refractive to other modes of treatment. As 
has been said, the administration of this drug is some- 
what painful but this objection is usually present fol- 
lowing only the first one or two injections. However, 
we make it a practice to advise our patients of this 
fact, and so far we have had no difficulty in having 
them return for further treatment. 





MINERAL OIL AND SALINE LAXATIVES* 


RELATIONSHIP TO ANORECTAL INFECTIONS 
AND THEIR TREATMENT 


By Georce H. Turete, M.D., F.A.CS. 
Kansas City, Missouri 


In the medical literature of the past two or 
three decades, there have appeared a number of 
papers mentioning the use of mineral oil as a 
laxative. During the early part of this period, 
comment on mineral oil drug was favorable and 
we began to see it combined with agar in the 
form of an emulsion to prevent the seepage which 
had been found to complicate the use of the 
plain oil. A little later other drugs, such as 
phenolphthalein, cascara and magnesium oxide, 
were added to mixtures of mineral oil and agar 
for use in the more obstinate types of consti- 
pation. 

It was not until the interest of the profession 
became centered upon the vitamins, however, 
that we began to read critical articles condemn- 
ing the use of mineral oil and its preparations 
because they were thought to remove the oil- 
soluble vitamins and lead therefore to vitamin 
deficiency. As investigations! continued, it was 
found that the habitual use of mineral oil often 
led to loss of weight which was ascribed to three 
causes, namely: (1) coating of food particles 
with a film of oil, thereby preventing digestion; 
(2) coating of the glandular elements of the in- 
testinal mucosa, with presumable interference 
with the secretions of digestive enzymes; and 
(3) interference with absorption both by an oily 
film surrounding food particles, and also by rapid 





*Read in:Section on Proctology, Southern Medical Association, 
Thirty-Fifth Annual Meeting, St. Louis, Missouri, November 
10-13, 1941. 
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transit of the food mass by hyperperistalsis oc- 
casioned by the mineral oil. 

Surprisingly enough, no discussion of mineral 
oil from the proctologic viewpoint appeared until 
Morgan,” in 1938, published a paper entitled 
“Misgivings on Mineral Oil as a Laxative.” Mor- 
gan ciscussed the pharmacology of mineral oil 
and its preparations, and outlined the physiologic 
considerations of norraal bowel habit as affected 
by mineral oil, and summarized the salient facts 
as follows: 

(1) Mineral oil lubricates the rectosigmoid and makes 
a reservoir of the rectum. (2) Mineral oil makes com- 
plete evacuation impossible. (3) Mineral oil has a very 
deleterious effect upon the nutritional economy of the 
fat-soluble vitamins. (4) Mineral oil hastens the motility 
of the bowel contents and thereby prevents complete di- 
gestion. (5) Mineral oil may interfere with the process 
of absorption throughout the bowel. (6) Mineral oil 
interferes with the healing of postoperative wounds in 
the anorectal region. (7) Mineral oil is often the indirect 
cause of pruritus ani. (8) Evidence is accumulating that 
mineral oil may be absorbed, producing pathologic 
changes in the liver and other abdominal viscera. 


My interest in mineral oil and the saline laxa- 
tives was aroused several years ago by the ob- 
servation that these drugs seemed to bear a di- 
rect relationship to the incidence of acute anorec- 
tal infections. It had been noted that patients 
with acute anorectal infection more frequently 
than normally gave a history of having habitu- 
ally taken mineral oil or a saline laxative; 
or that acute infection, too often to be coinci- 
dentally, followed the administration of a single 
large dose of mineral oil or a single saline purge. 
For a period of three years this observation was 
confirmed, and my case history sheets were then 
altered so that in every history there was a 
record of the specific laxative used, and the time 
of beginning its administration with respect to 
the time of appearance of the patient’s rectal 
symptoms. . 

The intervening years since accurate data have 
been recorded, have served further to confirm 
the original concept that a definite relationship 
exists. Before discussing the manner in which 
mineral oil and saline laxatives contribute to the 
incidence of anorectal infection, a review of the 
normal physiology of the lower bowel seems de- 
sirable. 

A fact often overlooked is that the normal hu- 
man stool is of such consistency and cohesiveness 
that it is passed from the rectum as a unit. This 
fecal mass should be about the size, shape and 
consistency of a well-ripened banana. The first 
portion of the stool is normally somewhat firmer 
and drier than the last portion. This accounts for 
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the fact that in normal defecation, the terminal 
two or three inches of the softer portion of the 
stool breaks off and remains within the rectal 
ampulla for a few moments. In the individual 
whose normal threshold of rectal sensation has 
not been raised by habitual laxative administra- 
tion or by failure to heed the urge for defecation, 
this small portion of stool resting in the lower 
rectal ampulla re-excites the defecation reflex 
and is expelled, leaving the rectum empty and 
its mucosa Clean. 

The administration of mineral oil alters the 
above normal sequence of events in several ways. 
As Morgan pointed out, when large doses of min- 
eral oil have been taken, the very soft con- 
sistency of the stool allows its passage through 
the so-called sphincter of O’Bierne at the recto- 
sigmoid juncture without the patient’s being 
aware of its presence in the rectal ampulla, which 
then becomes a fecal reservoir. The habitual ad- 
ministration of large doses of laxatives keeps the 
stools so soft that they do not excite the normal 
defecation reflex, and finally the excitation of 
this reflex, even by a stool of normal consistency, 
becomes almost, if not entirely, impossible. The 
patient then becomes a laxative addict. Failure 
to dilate the anus with a stool of normal con- 
sistency eventually leads to anal contraction, and 
if chronic anal infection has existed, results in 
fibrous anal stenosis. 


Now what occurs when moderate doses of min- 
eral oil or saline laxatives have been given, and 
the resultant semi-solid stool is forced through 
the anal canal? In the case of the mineral oil 
stool, whether the dose has been large or small, 
an oily suspension of bacteria is expressed from 
the stool as it is compressed in being forced 
through the anal canal. The same facts obtain 
with the stool produced by saline in laxative 
(not purgative) doses, the only difference being 
that the bacterial suspension is watery instead of 
oily. In the case of the purgative saline stool, the 
stool is more liquid, and less intra-rectal pres- 
sure is necessary for its expulsion. The mechan- 
ical factors involved with a very liquid stool dif- 
fer therefore from the mechanical factors obtain- 
ing with the semi-solid stool from which oil or 
water is expressed when the stool is forced 
through the anal canal. 

Inasmuch as the mouths of the anal crypts are 
located at the level where anal dilatation occurs, 
the passage of a mineral oil or saline stool is 
impossible without an oily or watery suspension 
of bacteria existing under pressure at the mouths 
of the anal crypts. The suspension is therefore 
forced into the anal crypts and possibly also into 
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their tributary ducts. Whether or not an acute 
cryptitis ensues depends upon three factors, as 
follows: (1) Whether the crypts have been trau- 
matized by the previous passage of hard or scyb- 
alous stools for the relief of which the oil or 
saline laxative was taken; (2) whether there is 
or is not a coexisting upper respiratory or en- 
teral infection contaminating the stool with bac- 
teria for which the anal tissues exhibit no local 
tissue immunity; and (3) whether there has been 
irritation of the anal membrane and anal crypts 
by chemical substances contained in the stools 
because intestinal enzymes have had insufficient 
time, or insufficient access through an oily mem- 
brane, to accomplish normal intestinal digestion. 

I believe that the concept just outlined offers 
an adequate explanation for the sequence of acute 
anal infection following the administration of 
mineral oil or saline laxatives. 

Once infection of the anal crypt occurs, it 
spreads distally through the anal lymphatics in 
the same anal radius as the crypt. The anal 
membrane loses its normal elasticity and an anal 
fissure results. Ulceration of this fissure pro- 
duces what we call an anal ulcer. Fissure may 
exist for weeks without the formation of an anal 
ulcer, or the ulcer may develop in just a few 
days. Such an ulcer has thickened epithelial mar- 
gins and a smooth gray crater. Chronic ulcera- 
tion results in the formation of the sentinel pile 
described by Brodie. It is not important whether 
we call these lesions anal fissures or anal ulcers, 
so long as we are discussing the same pathologic 
entity in its different stages of development. I 
am not referring in this paper to the simple crack 
or fissure of the anal membrane which sometimes 
results from simple overdistention of a perfectly 
normal anus by too hard or too large a stool. 
We are now concerned with the role which min- 
eral oil and saline laxatives play in the produc- 
tion of anal infections, whether cryptitis, fissure 
or ulcer. 

The material upon which this paper is based 
consists of one hundred and sixty cases of anal 
ulcer, the so-called ulcerated anal fissure. This 
series of cases, while admittedly quite small, rep- 
resents only those cases encountered in private 
practice since accurate records have been kept 
as to the time of mineral oil or saline laxative ad- 
ministration with respect to the time of onset of 
symptoms of the anorectal infection which event- 
ually resulted in frank anal ulcer. 

Anal ulcer was selected as the lesion upon 
which to base this study, because it was felt 
that this lesion ordinarily produces symptoms 
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of sufficient severity to warrant consultation 
with the proctologist. The pain associated with 
anal ulcer is also so severe that ordinarily the 
patient remembers distinctly when his symptoms 
began. He therefore knows whether he began 
taking a laxative before or after the onset of his 
symptoms. Abscess formation, while a suitable 
lesion from many standpoints for such a study 
as this one, often occurs years before the patient 
consults the proctologist for the cure of his fis- 
tula and memory must therefore be relied upon 
to too great an extent in estimating the date 
when laxatives were begun. Anal cryptitis, on 
the other hand, is often of mild severity and may 
be so evanescent that the patient finds himself 
comfortable upon the day he had chosen to con- 
sult the proctologist. 

Of this series of one hundred and sixty cases 
of anal ulcer, sixty-seven had taken mineral oil 
when they consulted me. In fifty-eight (87 per 
cent), mineral oil had been taken either habitu- 
ally, or in large dosage for acute dyschesia, 
immediately preceding the onset of anal symp- 
toms. Only nine (13 per cent) of the sixty-seven 
patients gave a history of having begun the use 
of mineral oil after the onset of the acute symp- 
toms of anal fissure or ulcer. This fact is con- 
trary to our usual conception of the use of mineral 
oil by the unadvised patient. I am sure that 
most of us have felt that our patients usually 
begin the use of mineral oil after the symptoms 
of anal disease have appeared; but I am also 
sure that most of us have not questioned pa- 
tients as to whether they took mineral oil or 
saline laxatives prior to the onset of the pain 
of the anal lesion for which they consulted us. 

Thirty-three additional patients had taken 
other than mineral oil laxatives. Twenty-two 
(70 per cent) of these had taken such laxatives 
either habitually or immediately preceding the 
onset of anal symptoms. Five patients said that 
they began the use of laxatives immediately after 
the onset of symptoms, and six were not certain 
as to whether they had begun laxatives before 
or after the onset of symptoms. 

Of the total one hundred and sixty patients, 
eighty had taken either mineral oil or other 
laxatives just prior to the prodromal symptoms 
of anal ulcer. Obviously then, the question to 
be decided is whether, if mineral oil or other 
laxatives were taken preceding the onset of 
symptoms, by only eighty (50 per cent) of one 
hundred and sixty patients, that fact is of any 
significance in deciding whether mineral oil or 
saline laxatives bear any causal relationship to 
anal infections. 
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To obtain an answer to this question, it was 
necessary that one have at least an equal num- 
ber of patients in whom the administration of 
mineral oil or saline laxatives had been con- 
trolled over a sufficient length of time, and that 
one determine the incidence of anal infection 
in such a group of patients. 

Fortunately such a controlled group of pa- 
tients was furnished by H. G. Hamilton,? who 
had ample opportunity to control the intake of 
laxatives during the prenatal period of his pa- 
tients, roughly estimated at seven months. Be 
fore the following observations were made, I had 
formerly seen his patients quite frequently in 
consultation because of acute anal disease during 
late pregnancy or during the puerperium. The 
lesion most commonly found was acute cryptitis 
with fissure. On questioning Dr. Hamilton and 
his patients, I found that he was in the practice 
of prescribing one of the mineral oil prepara- 
tions to prevent the formation of hard stools in 
the latter months or weeks of pregnancy. It was 
therefore suggested that instead of using mineral 
oil prepatations, he use one of the gum laxatives 
without cascara, prescribe a smooth diet in the 
latter half of pregnancy, and insist that his pa- 
tients drink from twelve to fifteen glasses of 
water daily unless there were contraindications 
io such fluid intake. 

Since adopting these simple measures, Hamil- 
ton has recently delivered his three hundred and 
fiftieth mother. Only six (1.7 per cent) of these 
three hundred and fifty patients had any rectal 
complaints or developed any anorectal disease. 
These six patients were all either blondes or red- 
heads, and all had been given ether-oil rectal 
anesthesia. Dr. Hamilton says that all of the six 
patients had a proctitis which he attributed to 
improper mixing of the ether and oil. 

Hamilton’s experience is borne out by that 
of Gainey.* Dr. Gainey reported eight cases (1.7 
per cent) of acute anorectal disease in a series 
of four hundred and seventy-five private obstet- 
tical patients. Gainey states that mineral oil 
preparations were not prescribed for any of these 
four hundred and seventy-five patients, although 
some of them may have used these drugs with- 
out his knowledge. 


In contrast to Hamilton’s and Gainey’s ex- 
perience with private patients, Gainey reports 
on 1,275 obstetrical patients at the obstetric clinic 
at the University of Kansas School of Medicine. 
At this institution, plain mineral oil in dosage 
of one tablespoonful twice daily is prescribed 
routinely for all patients who need a laxative. 
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Gainey does not know how many of the 1,275 
patients took mineral oil, but the clinic records 
upon which is written every rectal complaint dur- 
ing the prenatal and postpartum periods, reveal 
an incidence of anorectal disease in 5 per cent 
of the 1,275 patients. Comparing this 5 per cent 
with Hamilton’s and Gainey’s 1.7 per cent, we 
find that the incidence of anorectal infections 
was almost three times as great in those patients 
receiving mineral oil as in their private patients 
for whom no mineral oil was prescribed. 

The usual gum laxative will absorb and re- 
tain several times its own volume of water. 
Water must therefore be given in liberal quan- 
tities if the optimum results are to be obtained. 
These laxatives should be given immediately 
after meals to assure their even distribution 
throughout the fecal mass. A level teaspoonful 
should be swallowed a few granules at a time, 
each few granules being washed down with a 
swallow or two of water, followed by a full glass 
of water after the last of the granules have been 
taken. Gum laxatives when given immediately 
after meals mix intimately with the food, and 
insure a stool all parts of which are soft enough 
to prevent anal trauma. Such a stool is cohesive 
and retains its moisture when passing over the 
anal crypts, which, therefore, escape distention 
with bacteria-laden fluids. 

Mention of the use of gum laxatives calls to 
our attention the possibility of allergic reaction 
to the ingestion of karaya gum. Figley’ reported 
sixteen cases of allergy to karaya gum which is 
the base of practically all of the gum laxatives. 
Only seven of the cases he reported had ingested 
the gum, and in only three of these had the 
gum been taken as a laxative. Gum drops, ice 
cream and jelly beans accounted for the other 
four cases. The remaining nine allergic reactions 
which he reported were due to the use of karaya 
gum as a wave-set in dressing the hair. 

I have prescribed thousands of doses of the 
various gum laxatives, and so far as I know, 
I have never encountered an allergic response 
to the ingestion of these preparations. I have 
had eight or ten patients who had four or five 
stools a day while taking three level teaspoonsful 
of gum laxative daily, and it is possible that 
this unusual response to such doses might con- 
stitute an allergic reaction. Patients who take 
gum laxative, quite frequently will notice upper 
abdominal fullness after the ingestion of the 
drug, but I have attributed this symptom to 
overfilling of the stomach. In none of my pa- 
tients has this symptom of fullness after meals 
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occurred after the first two or three days of 
gum laxative administration. 

Of interest to us also is the recently published 
study by Javert and Macri® of the effect of 
the ingestion of mineral oil upon the blood pro- 
thrombin concentration of pregnant and non- 
pregnant women. In a series of ten patients 
who took an average daily dose of 25 c. c. of 
mineral oil, the prothrombin concentration was 
reduced from its normal level of 100 per cent 
to an average level of 55 per cent in seven of 
the ten patients. The other three patients main- 
tained a normal level of 100 per cent. These 
authors state that the role of mineral oil in pro- 
ducing hypoprothrombinemia is probably by pre- 
vention of absorption of vitamin K, or by ab- 
sorption of the vitamin by the mineral oil, or by 
interference with bacterial synthesis of the 
vitamin. 

This study raises the question as to whether 
the tendency toward abnormal bleeding from 
hemorrhoids or other anorectal lesions may be 
due in some cases to the habitual use of mineral 
oil by the patient. I am sure that we all have 
had the experience of having a patient tell us 
that he began using mineral oil to prevent bleed- 
ing from hemorrhoids, only to find that the 
bleeding became more profuse instead of less so. 

That mineral oil delays the healing of anorec- 
tal wounds is too well known to require further 
comment. Its use after fistulectomy is particu- 
larly undesirable, as it is well known that the 
drier and cleaner these wounds are kept, the more 
rapidly they fill in with healthy granulations. 
Many cases of simple anal fissure require noth- 
ing further for their successful treatment than 
abstinence from mineral oil and its preparations, 
local cleanliness, and the use of small doses of 
a gum laxative to soften the stool. 


SUMMARY AND CONCLUSIONS 


(1) Mineral oil and saline laxatives alter the 
normal physiology of the lower colon and rectum. 

(2) When mineral oil and saline laxative 
stools are compressed in passage through the 
anus, an oily or watery suspension of bacteria 
is forced into the mouths of the anal crypts. 
Practically all anorectal infections are secondary 
to cryptitis. 

(3) Acute anorectal infection follows the ad- 
ministration of mineral oil too often to be coin- 
cidental. 

(4) In a large obstetric clinic where mineral 
oil is prescribed routinely, the incidence of an- 
orectal infections is 5 per cent. In two private 
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obstetric practices in which mineral oil prepara- 
tions are not prescribed, the incidence of anorec- 
tal infection is only 1.7 per cent. 

(5) The use of gum laxatives without cas- 
cara is suggested. The gum laxative stool re- 
tains its moisture and therefore does not con- 
tribute to anorectal infection. 

(6) The administration of mineral oil reduces 
the blood prothrombin level and may account 
for abnormal hemorrhage in those cases. 


(7) Mineral oil unquestionably interferes with 
the healing of all types of anorectal wounds. 
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DISCUSSION (Abstract) 


Dr. Hugh Hamilton, Kansas City, Mo.—I feel like an 
interloper coming from the section on obstretrics to speak 
before you. From an obstetrical standpoint, the rectum 
is an unmitigated nuisance and serves us only as a mode 
whereby we can determine the progress of labor. Out- 
side of that we have no use for it. 

Unfortunately, however, it has a high nuisance value. 
The congestion, the fact that we traumatize the rectum 
repeatedly in the course of our rectal examinations and 
irritate it markedly with our Gwathmey technic for the 
relief of pain in labor make it a troublesome problem 
in obstetrics. 

Prior to the work that Dr. Thiele has discussed before 
you, we found that we had anorectal irritation in from 
8 to 10 per cent of our cases. It was a common and 
bitter complaint on the part of many of our patients. 
When we ceased to use any of the mineral oils or the 
mineral oil mixtures, we found there was a very interest- 
ing drop in these complications, the anorectal irritation, 
the cryptitis, and so forth. Before this time we ran 
8 to 10 per cent of anorectal complications of the ulcera- 
tive type. Since we have used the bulk laxative type of 
treatment of the bowel in pregnancy and postpartum, we 
have reduced this significantly. In the last 362 cases 
there have been only six cases of actual anorectal irrita- 
tion. I am including hemorrhoids and other com- 
plications that we see. I am referring to a true irritative 
proctitis of whatever sort it may be. These have occurred 
as a rule in the type of individual that you would expect 
to have a sensitive skin or sensitive mucous membrane, 
the blond or the redhead rather than the brunet. 

For the last year we have been giving synthetic vita- 
min K to our patients, the last two or three weeks of 
the antepartum course, and that has been coupled with 
the use of bulk-producing laxatives. There is a diminu- 
tion in the blood loss in the women who did not receive 
the mineral oil laxatives and a greater reduction in the 
group who received vitamin K. 
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Dr. Vernon G. Jeurink, Denver, Colo—Many of v 
have questioned for a long time the wisdom of giving 
mineral oils over long periods to persons with bowel dif- 
ficulties. While Dr. Thiele has been especially interested 
in the influence of mineral oil on the etiology of anorec- 
tal disease, my interest has been more centered on the 
effect of mineral oil upon the healing of tissues. 

It seemed that when we routinely gave oil postopera- 
tively, a considerable number of these patients had more 
edema and fibrosis than we expected. We therefore dis- 
continued the routine use of the mineral oil preparations 
and I believe that our eventual results have been con- 
siderably better. We observed that patients seemed to 
have less pain when no oil was administered. Apparently 
there is less burning after a fairly normal stool than 
when some of an oily stool remains on the wall of the 
ano-rectum and bathes the incisions in an irritating fecal 
suspension. 

The discussion of mineral oil brings up the interesting 
subject of hydrocarbons. We recall that many types of 
tumors have been reported following the injection of va- 
rious oils into the tissues. Rosser once mentioned the 
incidence of oil tumors following the injection of oily so- 
lutions into hemorrhoids. We remember that, in the old 
days, plastic surgeons beautified mankind by the injec- 
tion of liquid paraffin into sagging tissues, and the 
mutilating fibroplastic reactions which often resulted. 
Many similar lesions have been described, including 
“mule spinner’s” and “tar” cancers and the “camphor- 
ated oil tumors” which frequently occurred during the 
period when the parenteral injection of camphorated oil 
was popular. Recently I had occasion to read a booklet 
published by the Public Health Service on “Occupa- 
tional Dermatoses” and was amazed to note the num- 
ber of these found in petroleum workers. 


The old time plastic surgeons felt that if they in- 
jected the paraffins with higher boiling points, they 
had fewer of the marked fibroplastic reactions. In 
other words, they were attempting to eliminate, by 
distillation, the very oils which we use because they 
felt that the lower members of the hydrocarbon group 
induced more hyperplasia of fibrous tissue. There 
could be little real difference, except in degree, whether 
we inject the oil into the tissues or merely leave it in 
contact with open incisions. 

All these reports suggest certain conclusions, among 
which is the observation that the oils do not affect all 
individuals in the same way. There must, apparently, 
be some sort of predisposition in certain tissues which 
causes them to react to contact of mineral oil by the 
overproduction of fibrous tissue. I do not contend 
that postoperative stenosis of the anal canal is always 
caused by mineral oil or that mineral oil always causes 
fibroplasia, but I do believe that this is an important 
factor in many cases. 


In conclusion, I should like to compliment Dr. 
Thiele on his presentation. I wonder if there might 
be many other little procedures in proctology which 
we have carried out routinely and unquestioningly for 
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a long time, which might not well be scrutinized more 
carefully. 


Dr. William J. Martin, Jr., Louisville, Ky—tIn using 
mineral oil in diverticulosis, are we really accomplishing 
anything, preventing anything, or are we just follow- 
ing an old custom? Do the benefits derived from its 
use outweigh the many disadvantages? If some lubri- 
cant is necessary, what substitute could be used? 


Dr. W. K. McIntyre, St. Louis, Mo—The taking of 
oil causes indigestion. Many of the patients express 
the fact they feel distended and gassy. Furthermore, 
the competence of the rectosigmoid valve is destroyed 
and as a consequence the reservoir effect of the more 
proximal bowel is lost. 

Many investigations have been made regarding vita- 
min loss with the use of liquid petrolatum, and it can 
be safely said that this lubricant interferes with the 
utilization of carotene and to a lesser extent with the 
vitamin A concentrate and with fat soluble D. 

Evidence is accumulating that oil is absorbed and 
produces pathologic changes in the liver and other 
abdominal viscera. 

Finally, the use of petrolatum is an indirect cause 
of pruritus ani as result of leakage. 


Dr. Raymond L. Murdoch, Oklahoma City, Okla— 
Everyone agrees that we ought to get along without 
medicine as much as we can. No one will argue with 
Dr. Thiele that we ought not to take mineral oil all 
our lives, but, as I understand it, all discussion here 
has veered towards the point that postoperative pa- 
tients ought not to take mineral oil, or that mineral 
oil should not be taken even for limited times. I can- 
not subscribe to that. 

I should like to ask why, if vaseline applied to raw 
surfaces has been proved through the ages to be very 
satisfactory, a little mineral oil on the raw surface of 
an anorectal operation would be harmful? 


As I understand it, when vaseline gets into the body 
warmth of the intestinal cavity, it is mineral oil. It is 
called petrolatum, and its fluid state varies according 
to its temperature. 

Then I think there has been some flight of fancy 
in the various discussions; at least there are some 
things still to be proved as to whether the coating of the 
villi of the intestines is deleterious. Some allergic patients 
will tolerate their indicated food allergens if they will 
take a tablespoonful of mineral oil before starting each 
meal. We cannot say that the occasional coating of the 
villi of the intestine with an oil is a terrible thing. We 
cannot prove it. 

Certainly one should not indefinitely take drugs, but 
should be on a good general diet. 


Dr. Thiele (closing)—In answer to Dr. Martin’s 
question about diverticulitis, I may say that the prob- 
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lem is now being investigated by other workers, and 

I believe that a report will be forthcoming before long. 

So far as the relationship between indigestion and 
mineral oil is concerned, it is difficult to determine 
whether the patient who has taken mineral oil chron- 
ically, has his indigestion because of the mineral oil, or 
whether he had a pre existing chronic gallbladder in- 
fection or other lesion before he began taking mineral 
oil. 

Dr. McIntyre has brought up the question of liver 
damage caused by mineral oil. I believe, Dr. McIntyre. 
that you evidently have read the report by Twort and 
Twort mentioned by Morgan. I believe that Dr. Mor- 
gan incorrectly quoted Twort and Twort, to the effect 
that mineral oil taken by mouth could be found in 
vacuoles in the liver. Twort and Twort did not make 
that statement. They merely said the vacuolization 
occurred in the liver, spleen, adrenals and other organs, 
but they did not identify the contents of these vacuoles 
as mineral oil. I have consulted Dr. Ferdinand Helwig, 
our pathologist, about this question, and Dr. Helwig 
feels that such vacuolization is merely an evidence of 
the toxic manifestation of the drug in the body, and 
that so far as he knows, there is no conceivable way 
in which mineral oil taken by mouth could be re- 
synthesized in the liver or could be carried directly to 
the liver from the intestine. The presence of mineral 
oil in the liver has not been proven. 

Dr. Murdoch has brought up the question of whether 
mineral oil can interfere with the absorption of food. 
He said that he had observed that a dose of mineral oil 
would prevent an allergic reaction to a food, in a pa- 
tient who was ordinarily sensitive to that food. I do 
not believe that one could cite better evidence of the 
interference of mineral oil with the absorption of food, 
than Dr. Murdoch has given us. In other words, if a 
pati-nt were sensitive to milk, and a tablespoonful of 
mineral oil before meals containing milk would prevent 
a reaction to the milk, I believe that is very strong evi- 
deuce that mineral oil has had someshinz to do with the 
inhibition of the absorption of milk. 

Mention has been made of the use of vaseline on 
rectal wounds. Sterile vaseline is far different from 
the oily bacterial suspension which drains down over 
an operative wound when mineral oil has been given 
to soften the stools. I believe that most of us use 
vaselined dressings on these raw wounds during the 
first week after operation; but my practice is to dis- 
continue vaseline dressings as soon as there is a granu- 
lating surface to which ordinary dry dressings will not 
adhere. I believe definitely that the wound thus treated 
will heal more rapidly than when covered with a 
grease, whether it be vaseline, lanolin or any other 
greasy medication. 

I first became interested in this problem in 1934, and 
the cases which I cited have been seen since 1937. My 
impressions, based upon my own patients, may not be 
conclusive, but I do believe that the experiences of 
Hamilton and Gainey with their private patients for 
whom no mineral oil was prescribed, and with their 
private and clinic patients for whom mineral oil was 
prescribed, point the way to further investigation. 
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A DYNAMIC APPROACH TO PSYCHO. 
PATHIC PERSONALITY* 


By LAWRENCE F. Woottey, M.D. 
Towson, Maryland 


Because of the diversity of ideas regarding the 
psychopathic personality, it is necessary for 
anyone approaching this subject to define what 
he means to include in the concept. We under- 
stand by this term all those personalities of 
normal or near normal intelligence who show 
throughout life a relative inability to forego a 
present satisfaction for a future gain without 
evidence of organic damage to the central nerv- 
ous system. This limits the range of person- 
alities much mere than most authorities would 
be willing to sanction. Nevertheless, this defi- 
nition includes a large homogeneous group of 
personalities who practically all psychiatrists 
would agree are psychopathic and who have in 
common the trait by which we define them. 


During the past ten years we have admitted 
to the Sheppard and Enoch Pratt Hospital over 
250 patients who have been diagnosed as psy- 
chopathic personality with or without psychosis. 
In moments of candor regarding their behavior 
a surprisingly large number of these have made 
spontaneous comments similar to the following: 


A 16-year-old female psychopath told us: “I never 
know when things are going to come into my head, 
and when things do, then I seem to do it without 
thinking about it. They say I am impulsive. There 
is no sense in stopping to think of things before you 
do them, I have an active brain and I think quickly and 
after I think a thing why not do it?” 

A 25-year-old psychopathic female said: “When I 
get mad I lose control and throw things and curse 
them out, and try to hurt some of them; but I think 
they had it coming to them.” 


A 50-year-old psychopath, who later shot her di- 
vorced husband’s second wife, said: “I have the right 
impulses in every situation and I fail to act on those 
impulses and I do something else and disaster results. 
I wanted to grab everything, don’t you know; bite off 
just as much as I could chew. I really believe there 
was a disinclination to look at the other person’s point 
of view. It was always whether it was to my own 
immediate benefit, don’t you see?” 

A 29-year-old male psychopath, who was an only 
child, said: “I was always coddled and given solicitous 
attention by my mother. I always disliked having any- 
one in authority over me.” 

An 18-year-old psychopath with a fairly long record 
of precarious social adjustment with drinking, truancy 





*Read in Section on Neurology and Psychiatry, Southern 
Medical Associaticn, Thirty-Fifth Annual Meeting, St. Louis, 
Missouri, November 10-13, 1941. 
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from school and desertion from the Army, was arrested 
recently for car stealing. He said: “I wanted to go for 
a ride. I did not have money to buy a car. I had lost 
my job because of drinking. I knew I would get 
caught, but that did not matter. I took the car and 
drove it out of the state.” He de-cribes his father’s 
attitude toward misbehavior on his part as follows: 
“My father was a good-natured, easy going fellow. He 
gave away everything he had to anyone who asked for 
it. He drank all the time. When I got into trouble 
outside of the home, he got me out of it. Then he 
would punish me by depriving me of some pleasure, 
such as going to the movies. My mother would in- 
terfere and make him go easy on the punishment.” 
Everyone he encountered tried to help him. Later, he 
said: “I do not think it is going to be so very bad. 
This is the first offense for which I have been to trial, 
and I think I will get off on probation.” 

A 32-year-old male psychopath said: “When I am 
drunk I insult my friends and lose them. I cannot 
control my drinking. I would go in on a job and get 
my employer’s confidence, then everything would crash.” 

A 35-year-old male psychopath said: “I seem domi- 
nated by the whim of the moment. I seem to be un- 
able to forego pleasures of the moment for a future 
benefit.” 

A 24-year old male psychopath said: “I always get 
my own way and when I do not I feel someone has let 
me down.” 

A 44-year-old male psychopath with drug addiction 
said: “Where once I was able to drink as I pleased, 
play cards, and knew no restrictions to my de:ires, I am 
now restrained from these by my wife and mother-in- 
law and I take to morphine out of boredom.” 


Such examples could be multiplied many times, 
but these will suffice for a sample of the kind 
of thing they often say about themselves. We 
will now turn for a moment to what others say 
of them. 


An excerpt concerning a 38-year-old male psychopath 
reads: “Mr. C. is a brother-in-law of mine and is an 
expert at prevarication. His: wife is still living, as well 
as his two daughters, and the third child is not sick, as 
he would have you believe. He is also an expert at 
arranging for necessary funds usually spent in some 
manner unbeknown to even his best friends. He has 
been given every chance to make good and yet he has 
repeatedly thrown caution to the winds.” Various em- 
ployers said of th's man that he evaded responsibilities; 
talked big and did little; was inefficient at work; 
Was irregular in attendance; and he defrauded his 
employers and fcllow workers. All members of the 
family have exhzustcd their patience. He is still able 
to get influential people, even stranger:, to extricate 
him from difficulties. 

The timid and prim mother of a psychopathic woman 
said: “She always had a bad temper. I did not have 
the strength to oppose her. She most always got what 
she wanted.” She was able to dominate her hus- 
band in the same way. 


The wife of a 34-year-old psychopath said that he 
was the mother’s favorite child and got whatever he 
wanted. 


The father of a 25-year-old thrice-married psycho- 
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pathic female said: “I have always been oversolicitous 
and indulgent.” He had abetted her drinking and 
sexual digressions by supporting her in every whim. 


The husband of a 40-year-old psychopath could not 
understand why she persisted in fraudulent practices 
when he had already extricated her from many similar 
difficulties. 

The psychopathic female of 50, quoted above, was 
described: “Being the only daughter, she was catered 
to and spoiled. She always got her own way but was 
generous and impulsive.” When she was opposed she 
would have tantrums unless she knew definitely that 
they would not get her what she wanted. 


A 42-year-old psychopathic drug addict is referred to 
by her husband in these terms: “When opposed she 
gets into a fit of bad temper and loses control. She 
throws plates on the floor.” 


A 26-year-old female psychopath is described: “As 
an infant and young child she had enuresis, violent 
temper tantrums, and cried a great deal. The father 
was at war, the mother had to work, and the aunt and 
grandmother were totally unable to manage the child. 
She was never affectionate.” This patient, too, always 
got her own way by such tactics, even to making the 
family move from South Bend, Indiana, to Wa hington 


on two separate occasions. 


A male psychopath of 39, descended from a family 
notorious in the history of feuds, is described as the fa- 
vorite child of a rabidly religious mother who con- 
tinuously prayed for “his damned soul.” He was al- 
ways able to get away with whatever he did. 

Which is almost identical with the following verbatim 
statement by the wife concerning a 34-year-old psycho- 
pathic descendant of very moral parents: “His mother 
was devoted to him because he was the wayward one 
and occupied most of her thoughts because of his 
drinking and affairs with women.” The sister of this 
man said: “He was born knowing of sex. He was 
animalistic. He was always resentful and always did 
as he pleased.” 

The father of a 27-year-old female psychopath said: 
“She had temper tantrums from infancy, was very 
spoiled, was always being coddled and getting her own 
way and more privileges than the others or than 
the family could afford. She exploited all the mem- 
bers of the family and spread false stories about them.” 


The mother of a 24-year-old psychopath said: “I was 
at work and mama was old and just let him do as he 
pleased.” “As he pleased” began with temper tantrums 
to get what he wanted in childhood and progressed to 
writing bad checks, running up bills, and gambling. He 
was always extricated from these by his mother or his 
sister. 

Another psychopath, this time a 44-year-old male, 
was described by his wife, who had known him from 
childhood: “In early life he lived in a hotel with his 
parents and had the privilege of ordering whatever food 
he wanted prepared. He was never denied anything. 
He never knew what it was to be frustrated. He had 
a taste for extravagance. He is well liked by everybody 
and has a smooth, tender disposition. He is prone to 
tell all sorts of tales which 2re untrue. He drinks and 
when drunk is abusive to the family.” 


The mother of another psychopath, a 47-year-old 
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female alcoholic and drug addict, said: “She always 
wanted her own way and got it. I did not have the 
strength to resist. She would not tolerate my being 
more attentive to another child.” 

Such examples could go on endlessly. The 
fact of the matter is that whether they say it 
of themselves, or their families say it, or it is not 
said at all, in this series of patients all but a 
handful in which the diagnosis is open to serious 
question behaved as if they could not forego 
present satisfactions for future gains and the his- 
tories illustrate with striking regularity their 
ability to take the satisfaction of the moment 
and suffer little or no consequences therefrom. 

As the above quotations indicate, the defect 
appears to be in the training of the child who, 
because of parental attitudes, is trained rather 
in skills of aggression and indulgence of impulse 
rather than in the controls which society usually 
demands in its members. 

This view coincides in large measure with that 
of Aichorn,! who describes three types of de- 
linquent: those who are delinquent because of 
receiving too much love; those who are neglected 
in the sense of having too much sternness; and 
those who have a mixture of the two. He believes 
that in all of these cases delinquency resulted 
because the task of training the child failed, 
since the mothers never got around to handling 
the problem. The causes in each instance are 
varied but always came to the same thing. He 
says: 

There was such a weakness of the mother toward 
the child that one could hardly speak of education. 
Such mothers are always ready to do anything in order 
to protect the dear child from discomfort. They are 
unable to put upon him any deprivations or to bring 
about necessary limitations of his impulses because the 
displeasure that would result from that hurts them more 
than it does him. They are full of busy worries and 
are uninterrupted in their efforts to keep him happy 
and are never able to force upon him denial of pleasure. 
What life should bring in the way of difficulties which 
the child should learn to conquer and must face in 
order to be able to survive later, they clear out of 
the way. 

We would also call attention to a study pub- 
lished by Washburne? in 1929. Tests were run 
on a group of school children to determine 
their ability to delay immediate satisfaction for 
the sake of a future advantage. At the mental 


age of eight years there appeared to be a line of 
demarcation, the majority of children with men- 
tal ages above this level showing ability to defer, 
whereas, the majority of children under this level 
chose immediate satisfaction. Consistent deferral 
of satisfaction was associated with socially ap- 
provable behavior and the younger the child, the 
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better the behavior. Consistent choice of imme. 
diate satisfaction above the age of eight years 
was associated with delinquent behavior and the 
older the child the more serious was the de. 
linquency. We have been unable to find any 
further development of this promising and ip. 
teresting lead. As far as it goes, however, it 
gives an indication that the individuals who pur. 
sue antisocial patterns through life have some. 
how failed in the course of their childhood de- 
velopment to achieve that degree of control over 
their need for satisfaction that would enable them 
to resist, with any consistency, impulses toward 
conduct that promises them even a modicum of 
immediate satisfaction. Hence, the possibility of 
receiving punishment, which may be evaded and 
often has been in the past, is, in itself, not a suf- 
ficient deterrent from conduct which most of 
us control most of the time. 

It is to be noted that it is not an occasional 
antisocial act that characterizes the psychopath. 
We deal with a lifelong trait which has given an 
appearance of constitutional determinants and 
led older writers to speak of the “constitutional 
psychopathic inferior.” Occasional lapses are 
characteristic of normal behavior, and it is often 
just such departures from a cold, rational ap- 
proach to life that lend warmth to normal people, 
making them lovable and endearing them to us. 
Indeed, psychopathic personalities are almost in- 
variably superficially pleasant and likeable. 


It seems to us that to include in the concept 
of psychopathic personality all those deviate 
forms of behavior not actually psychotic makes 
the category more of a scrap-basket than a pre- 
cise nosological conception and robs it of any 
practical usefulness. This becomes even more 
important since some authorities believe that the 
behavior of the psychopathic personality is actu- 
ally psychotic although not manifestly so. By 
our definition we exclude those sharply demar- 
cated personalities that actually fall within the 
normal range, but which, because of certain be- 
havior characteristics, are reminiscent of defini- 
tive psychotic groupings (such as the schizoid, 
the hypomanic, and the depressive personalities) 
and which to us represent normal personality 
types, rather than any form of psychopathy. 
It also removes from the group those psycho- 
neurotic personalities for which we have ade- 
quate definitions in our present psychiatric cate- 
gories (such as the hysterical, the obsessional, 
the psychasthenic). 

Thus at one stroke, we escape the need for 
exhaustive categories of types of psychopathic 
personalities which have occupied much of the 
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' time and attention of most authorities in this 


field. 

We would justify this on both historical and 
practical grounds. The attitudes of American 
psychiatrists toward the psychopathic person- 
ality developed from two divergent sources. In 
England, Pritchard recognized certain person- 
ality types which he conceived to be devoid of 
moral sense, and which have often been re- 
ferred to subsequently as ‘“‘moral imbeciles.”” The 
German school, to which we are indebted for the 
actual term “psychopathic personality,” seemed 
to be guided by verbal accuracy so that their 
tendency was to include in this category all per- 
sonalities which exhibited abnormal behavior. 
For practical reasons, the actually psychotic 
became excluded. Probably the best exposition 
of this viewpoint in English is the work of Kahn? 
Both the American and English schools have 
tended to confuse the two ideas so that in actual 
practice the overwhelming majority of patients 
diagnosed as psychopathic personalities are habit- 
ual offenders against the social mores similar 
to our group here, while at the same time there 
is a tendency to include also exaggerations of 
personality type and various forms of deviate 
behavior which do not readily fall into the usual 
diagnostic classifications. 

It should be noted that our definition also 
excludes from this category transient manifes- 
tations of similar behavior as seen in the onset 
of manic excitements and some schizophrenic 
episodes, as well as more permanent psycho- 
pathic-like behavior following organic damage 
to the brain and those late developing delinquent 
trends which begin around the age of puberty 
and represent reactive attempts to break away 
from overweening supervision and discipline in 
the home. 

Thus, one of our cases classified as a reactive behavior 
disorder was the son of a minister. His parents, feeling 
the need to avoid social criticism, kept him from par- 
ticipating in the usual adolescent adventures of his high 
school associates. In his third year at high school he 
suddenly turned from being a model child with an 
excellent scholastic record into a terror to his parents 
and his teachers, He began to smoke, drink, gamble, 
write bad checks in his father’s name, play truant from 
school and stay out at night. Because of the sensitivity 
of his parents to social criticism, it was impossible to 
liberalize their attitudes toward him. When he was 
placed in the home of relatives in a distant town, where 
he was permitted a degree of emancipation consistent 
with his age and development, his behavior straightened 
out and there was no more trouble. 


It would seem to us a mistake to include such 


instances in the category of the psychopath, al- 
though it is evident that failure to correct such 
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behavior in its beginning might lead to the de- 
velopment of adult patterns habitually delin- 
quent and, on the surface, not to be distinguished 
from that of the psychopathic personality. 

The brevity of case history material presented 
here requires apology. The life story of any one 
of these patients would take longer than the 
time allotted to this essay. For adequate his- 
torical material we would refer those interested 
to such books as, “Bad Companions” by Wil- 
liam Roughead* or “The Mask of Sanity” by 
Dr. Cleckley,® in which are described case his- 
tories altogether satisfactory for the delineation 
of the personality types under discussion. 

All writers have stressed the most outstand- 
ing feature of the behavior of these people, to 
wit: they repeatedly carry out behavior that 
leads to distress to themselves and to those whom 
(presumably) they love and who (also pre- 
sumably) love them. This is usually phrased in 
the terms: “They are unable to profit by ex- 
perience” or “They are unable to learn from 
experience.” This is an unfortunate way of 
stating the case. A more accurate statement of 
the facts would be to say that they continue to 
carry out behavior patterns which seem to profit 
them little and irritate their fellowmen, even 
though such behavior has at times caused them- 
selves injury. The specific behavior to which 
society objects may be drunkenness, forging of 
checks, continual breaking of promises and trusts, 
“sexual depravity,” and similar acts. These are 
carried out even, at times, when they interfere 
seriously with what would certainly be thought 
of as life goals in any other individual. 

The second impressive fact is that they are 
almost invariably protected from the natural con- 
sequences of their behavior by family or by 
friends. No matter how deep the difficulties, 
how continuous the insults or the hurts heaped 
upon relatives, friends, and employers, someone 
is always running to their assistance to extricate 
them from tangles with authority or to salvage 
them from the physical consequences of their 
excesses. One has only to read the case history 
of any individual properly belonging in this 
group to realize that in this respect, at least, 
they have learned from experience. They know 
whom to call upon, how to act in order to miti- 
gate or escape consequences, how to wring sym- 
pathy and help from others and, in short, how 
to “get away with it.” 

Almost every patient in the group of clear-cut 
psychopathic personality has a past history in 
which, from the very beginning, we see an ability 
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to perform delinquencies and aggressions against 
the rights of others, with only occasional serious 
repercussions against themselves. The fact that 
many continue to perform such acts until con- 
sequences do impinge upon them has apparently 
been taken by some psychiatrists to mean that 
they must continue the behavior in order to se- 
cure punishment. This seems a fallacious con- 
clusion, inasmuch as most of the acts carried out 
by them result to their own advantage for the 
moment, and as long as they are not punished 
consistently there is no occasion for them to 
alter the behavior.* In regard to acts which in 
themselves produce immediate and unequivocal 
consequences in the form of pain, such as putting 
one’s hand on a hot stove, these individuals are 
perfectly able to control their behavior and one 
never sees them indulging in such acts over any 
considerable period of time as one may see in 
certain obsessionals, for example, who, when they 
have burned themselves accidentally once, have 
to repeat it three, nine, or even twenty-seven 
times. Situations in which consequences are 
more remote or may be avoided provoke the 
psychopath to activity. 

If one observes the records carefully, not only 
with an eye to antisocial behavior but with a 
consideration also for acts which are socially 
approvable, one finds the psychopath indulging 
frequently in acts of sympathy and charity. A 
psychopathic girl who inherited a fortune of 
$30,000 gave away to personal friends who were 
reported to be in trouble, and loaned to others, 
the greater part of this money. It was less than 
half of it that she squandered in a period of 
three years on expensive trips, clothes, liquor, 
and other indulgences for herself. On many oc- 
casions psychopaths have gone to great lengths 
personally to help and protect other psychopaths 
who have been in trouble. That these liaisons 
almost always terminate in a row and in the 
disappointment of one or both of the partners 
is only an expression of the same personality 
trait. 

All of this behavior leads to the appearance 
of impulsiveness in the conduct of the psycho- 
path; but it is not clear (as Cleckley and others 
have pointed out) that the psychopath has any 
stronger or more urgent impulses than anyone 
else. It does not seem that the behavior emerges 
so much from the strength of the drive as that 
it emerges rather from a lack of building in of 


*After all the only ones we have opporiunity to study are those 
who eventually are caught. One imagines that there must be 
some ‘‘successful’’ psychopaths who so adroitly cover their depra- 
dations as never to come to official attention. 
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the ordinary inhibitory controls which enable 


more normal persons to place a distance of time 
between a stimulus and the reaction to it. The 
lack of inhibitory control characteristic of psy- 
chopathic personality may be manifested dif- 
fusely throughout all the life relationships of 
the individual and in all departments of con- 
duct, or it may be confined to limited fields 
of behavior and be manifested, therefore, only 
in relationship to particular biological urges. 

The psychosexual configuration of the psycho- 
path has been much discussed and it has been the 
habit of many authorities to group with the 
psychopaths various sexual deviations. Where 
the sexual field is involved in the configuration 
of a psychopathic personality, the sexual activity 
is almost invariably diffuse and diverse and in- 
cludes auto-eroticism and promiscuity in overt 
acts of masturbatory, homosexual and _hetero- 
sexual nature. Not only are the love objects 
diverse but the sexual configuration of the in- 
dividual is apt to be poorly integrated so that 
manual, oral, anal and genital activities are 
utilized, if not quite indifferently, nevertheless 
almost indiscriminately. One gets the impres- 
sion that these individuals have not been sub- 
jected sufficiently to the pressures which tend 
to coerce the majority of mankind into some 
inhibitory reactions toward tabooed acts. Where- 
ever one encounters a fixed and very limited 
reaction pattern in regard to sex, one should 
suspect that the sexual manifestation is com- 
pulsive rather than psychopathic in its mecha- 
nism. Similarly, in the field of property ag- 
gressions one usually finds that they are re- 
stricted only to those forms of stealing and swin- 
dling, etc., which the individual believes from ex- 
perience he may be able to get away with. Here 
again, if one encounters property aggressions re- 
stricted to specific classes of object (other than 
money) or to specific constellations of circum- 
stances, one should suspect that a compulsive 
mechanism is at play rather than simple unin- 
hibited psychopathic behavior. 


It should be kept in mind that psychopathic 
personality in our view is determined by a 
single factor; that is, the failure to develop the 
capacity to restrain a present desire for the sake 
of a future gain. This lack of development is 
brought about by a certain type of management 
of the individual in childhood. It is our belief 
that any individual subjected to management of 
the same kind would tend toward failure in de- 
velopment of this trait. It is possible, of course, 
that heredity could limit capacity to the extent 
that these controls could not develop under any 
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circumstances and still leave the general intelli- 
gence unimpaired. The validity of this supposi- 
tion is thrown into serious doubt by the success- 
ful treatment of the psychopath by Aichorn* 
and Mangun.® At any rate it is clear that the 
psychopathic trend may occur in any of the usual 
personality types and we, therefore, encounter 
actually hysterical, hypomanic, depressive, schi- 
zoid, and even on occasion obsessional person- 
ality configuration, in psychopathic personalities. 
The variations in pattern manifested by psycho- 
paths depend to a large extent upon these per- 
sonality configurations rather than upon any dif- 
ference in the fundamental nature of the psy- 
chopathy. 

It should be apparent from Washburne’s study 
that individuals with mental ages below ten 
years (that is, mental defectives of the range of 
middle-grade morons and below) may be ex- 
pected to show a similar lack of control due to 
an inability inherent in the individual to develop 
the necessary controls. On the other hand, de- 
fectives of higher grade may be expected to de- 
velop them even though somewhat later chrono- 
logically than the average. Where such be- 
havior occurs in these higher grades of mental 
deficiency, we would consider the personality to 
be psychopathic, in our sense, provided that the 
lack of control could not be demonstrated to be 
dependent upon the intellectual incapacity. It 
should be kept in mind that the large majority 
of morons are actually fairly well controlled in- 
dividuals in these respects and often get into 
trouble more at the suggestion of others than by 
themselves. 


Our concept of psychopathic personality leads 
immediately into a therapeutic approach. If we 
are correct in assuming that the personality de- 
fect is due to the fact that the individual has 
grown up in an environment in which he was 
to a large extent able to avoid the consequences 
of impulsive behavior, and if we are also cor- 
rect in assuming that, barring mental defect or 
organic brain disease, all individuals who have 
a mental capacity above the ten-year level have 
sufficient endowment to develop the necessary 
controls; then the logic of the situation calls for 
subjecting these individuals to a training pro- 
gram aimed at repairing the defect. This would 
call for a consistant disciplinary regimen in 
which the impulsive behavior would constantly 
be deprived of success and in which the natural 
consequences of such behavior would be allowed 
to impinge upon the individual in every case. 
It is interesting in reading the case histories of 
vsychopathic personalities (for example, particu- 
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larly those described by Cleckley*®) to see how 
inconsistent in this respect their management 
has been and what enormous capacity these in- 
dividuals have acquired for evading or mitigat- 
ing consequences. 

More interesting still we find the presentation 
of consistent therapeutic management such as 
outlined by Dr. Mangun® at Richmond last 
May. Dr. Mangun, in dealing with extreme de- 
grees of psychopathic behavior, has been able to 
correct it by consistent non-punitive therapeutic 
discipline together with psychotherapeutic inter- 
views. This form of management recommends 
itself both from the standpoint of its success 
when applied and from the standpoint of our 
theoretical basis for dealing with such conditions. 

Contrasting with Dr. Mangun’s program is 
that utilized by Aichorn! with younger delin- 
quents. He brought about changes of attitude 
which would permit of training by consistent 
tolerant acceptance of the child, regardless of 
its behavior, the therapists never permitting 
themselves to become emotionally involved in 
the scenes created by their charges. 

Perhaps the essence of both approaches is a 
refusal to let the psychopath exploit those who 
surround him while at the same time he is not 
rejected. In the long run such circumstances 
might be expected to produce changes in the de- 
sired direction. It is certain that aside from 
these two approaches society has been almost im- 
potent in dealing wtih this problem. Perhaps we 
are just beginning to understand it. 

In the light of all that has gone before it 
would seem that considering the possession of a 
psychopathic personality as a mitigating circum- 
stance in criminality, benefits neither the psycho- 
path nor society unless some provision is made 
for correcting the defect. It should be clear 
that permitting the psychopath to escape conse- 
quences tends only to confirm the character de- 
fect by repeating in the formality of the court 
room the very procedure which, in the informal 
setting of the home, produced it. Any situation 
which permits the psychopath to escape from 
prisons to mental hospitals as insane and from 
mental hospitals to the community as sane must 
aggravate the problem. Worse still is the older 
and more general practice of sending them to 
penal institutions wherein there is little or no 
understanding of the problem, and where they 
are exposed, as it were, to a post graduate 
course of intensive instruction in antisocial con- 
duct, means of evading consequences, and hatred 
of authority. A great deal of credit and recog- 
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nition should be given to the federal prisons 
in which first steps have been taken toward 
treatment procedures which can be expected to 
produce results. The spread of this advance 
to state and local jurisdictions depends to a 
very great extent upon the clear-sightedness 
of psychiatrists, jurists, penologists, and legisla- 
tors as to the nature of the problem and how 
best to handle it. 


REFERENCES 


1. Aichorn, August: Verwahrlost Jugend, International. Psycho- 
anlytischer Vorlag, Vienna, 1925. 

. Washburne, John N.: An Experiment in Character Measure- 
ment. J. * Juvenile Research, 13:1, 1929 

3. Kahn, Eugene: Psychopathic Personalities. 
Yale University Press, 1931. 

4. Roughead, William: Bad Companions. New York: Duffield & 
Green, 1931. 

5. Cleckley, Hervey: The Mask of Sanity. St. Louis: C. V. 
Mosby Cempany, 1941. 

6. Mangun, Clarke W.: The Psychopathic Criminal. Read be- 
fore the American Psychiatric Association, Richmond, Vir- 
ginia, 1941. 


nt 


New Haven: 


DISCUSSION (Abstract) 


Dr. C. W. Mangun, Springfield, Mo—Dr. Woolley and 
I, starting from different conceptions of the genesis of 
psychopaths, appear to have arrived at the same con- 
clusions as to the best method of therapy. If we know 
how to remedy the condition, possibly we should not 
be too much concerned about the etiology, except as 
these views modify our therapeusis. 

Dr. Woolley’s view, as I understand it, is that the 
genesis of the psychopath is environmental and due to 
faulty parental attitudes and control so that he fails to 
develop the capacity to restrain present desire for the 
sake of future gain. From my observation of psychopaths 
in prison and my experience with them in the 300 bed 
CPI Unit at the Medical Center for Federal Prisoners, 
I am of the impression that Dr. Woolley’s statement fails 
to take into consideration other well known characteris- 
tics, A psychopath is not necessarily a spoiled or only 
child, but very often is a black sheep among a number 
of normal siblings. If faulty parental guidance were 
the causative factor, one might expect that all of the 
siblings of the psychopath would be _ psychopathic. 
Would it not seem more probable that if the parental 
attitude is different towards the incipient psychopath 
from the attitude toward the other children who develop 
normally, that different attitude must be taken because 
the psychopath is constitutionally different ? 

Figuratively speaking, the psychopath starts out in 
life by kicking the slats out of his cradle. Ordinarily 
he has distinguished himself by unusual conduct from 
the time he has had capacity to assert himself. To my 
mind, it is difficult to conceive of temper tantrums and 
breath-holding in an infant as being conditioned upon 
faulty guidance by the parents. Infantile asthma, per- 


sistent enuresis, and frequently found subcyanosis of the 
extremities are characteristics which, to my mind, suggest 
neurotrophic disturbance. Entirely apart from the psy- 
chopath’s insistence upon immediate satisfaction of his 
desires; even in the presence of a very superior tested 
intelligence, his thinking is superficial and his judgment 
impaired. He may never have held a job for as long as 
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one week in his life, but he is cock-sure that he is 
through with crime and that it is 4 simple matter for 
him to lead a stable life upon his release from the in. 
stitution. He feels that he is a big-shot and will make 
a huge success of some enterprise which has caught his 
momentary fancy. As a rule he has given little, if any, 
thought to the necessary financing or other details 
which must be arranged. As one father stated it: “My 
son has the mind of a child,” and yet his son tested 
a very superior intelligence. This judgment defect is 
more than discounting the future for present desire; but 
is commonly characterized by excessive, unreasonable, 
and illogical demands for both present and future. A 
considerable percentage of psychopaths are pathological 
liars who often falsify for no apparent purpose of gain. 

The psychopath is like the thief being pursued down 
the street who points ahead and cries “stop thief” to di- 
vert attention from himself. We are prone to take him 
at his pathologic word and look for the fault elsewhere, 
when it is to be found within himself. If poor parental 
control were the determining factor, there should be more 
psychopaths than there are. Many criminals appear to 
come from inadequately controlled home situations, but 
they are not psychopaths. They make good adjustments 
to prison routine, are capable of persistent productive 
effort, aad are stable and calculating in following out 
a course of action. The psychopaths I see are all de- 
linquents; most of them are habitual criminals. But in 
spite of good intentions and the best resolutons are soon 
again in trouble because they appear incapable of doing 
otherwise. 

Many psychiatrists appear to hold the belief that if 
a defect is constitutional it is irremediable. I have never 
been able to see how such a conclusion could be justified. 
We know that animals which are traditional enemies may 
be trained to become friends and their behavior pat- 
terns greatly modified. Psychopaths tend to mature 
emotionally and intellectually as they reach mid-life, and 
our therapy should assist in hastening this natural proc- 
ess of maturation. In practice it amounts to re-educa- 
tion. It is to me gratifying that Dr. Woolley has arrived 
at this same therapeutic method although approaching 
the problem from a premise differing from mine. 

In our institution we have all grades of psychopaths, 
from the most vicious type of individual to those who 
are quite tractable. They are all trouble-makers be- 
cause they have been trouble-makers in the usual institu- 
tion. We have a very good custodial set-up and we 
are able to quarter them in individual rooms that are 
furnished with complete facilities, so that we can 
exert any degree of control of the psychopath that 
we find desirable. 


Dr. H. M. Cleckley, Augusta, Ga—One of the most 
confusing things in the literature about the psychopath 
has always been the tendency to group heterogeneous 
personality types under this category and to group 
types so diverse that one could scarcely form a co- 
herent idea of what was meant by the term. I agree 
thoroughly with Dr. Woolley in excluding such cases 
as schizoids, neurotics, and sexual deviates, from this 
particular group which seems to me to stand forth 
in a very clear pattern, although a very difficult one 
to define. 


I also agree with his point, that an important dif- 
ference between the psychopath, or so-called psychopath, 
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and other people, is his inability to forego immediate 
pleasure or to forego reacting immediately to a stimu- 
lus, even a slight stimulus, that might be called pleasur- 
able in order to gain some important end in the future 
or to attain important goals. 

I feel like trying to go one step further and saying 
why I think he does not apply the brakes and why 
he is unable to forego these immediate reactions. I be- 
lieve his failures here result from the fact that the fu- 
ture gain or the goal, the reward for which most people 
are willing to resist immediate trivial stimuli, means so 
little to him that he does not find it worth while to 
apply brakes. In saying this, of course, I am saying 
something that I cannot prove. I suppose none of us 
can prove what any experience or any goal means to 
another person, but one does get the feeling, and a 
very strong feeling in my own experience, that the 
goals and rewards of healthy living do not matter much 
to these so-called psychopaths, They consistently im- 
press me as persons who have no first-hand or “emo- 
tional” appreciation of human living and who, despite 
their verbal cleverness, are suffering from a psychosis 
at semantic levels. Is it because they fail to apply the 
brakes for a long period of time and seldom reach any 
far goals or important goals, that they never learn to 
experience important pleasures? Or is the other loss 
primary, the inability to evaluate and experience life? 
I think such questions are often argued somewhat as 
one might argue about whether the hen preceded the 
first egg or vice-versa. At any rate I feel that Dr. 
Woolley’s point is a fundamental point, whether or not 
one tries to go further and say why the psychopath 
cannot try to apply the brakes. 

I also think that the point raised by Dr. Woolley 
about the defect in training and the contribution of en- 
vironmental factors to the production of this personality 
picture is a most important one. I do not think that 
one should say that there is no constitutional factor in- 
volved. The glib tendency, however, to assume a con- 
stitutional defect in these cases and to explain all their 
maladjustment on this hypothesis impresses me as not 
only rather fanciful but an unnecessary and gratuitous 
exercise of defeatism. Persistent and careful study of 
the environmental forces of the influences that have 
played a part in the personality development sometimes 
enable us to get a clearer and a more cogent picture 
of what makes the psychopath behave in this way and 
perhaps in the future will guide us to plan some form 
of effective therapy. r 

Some psychopaths show environmental factors in their 
early history that seem to explain, or at least throw much 
light on, the pattern that they act out later. If one 
could go more deeply into the study of their past re- 
actions to experience I think it not unlikely that one 
would regularly find in dynamic factors an explanation 
of their failures. I also think that when we say these 
psychopaths very frequently were not taught control, we 
do not naively mean that they were necessarily spoiled 
or treated in a uniformly lax fashion. I have seen many 
who were treated with what most people would consider 
too much severity and who revolted from authority. 
One also finds cases in which parental severity was so 
injudicious and indiscriminate that the subject apparently 
decided not to pay attention to any control because he 
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was controlled severely and foolishly on minor points 
or punished with little consistency. 


Dr. William Nelson, St. Louis, Mo——Most psychopathic 
personalities have characteristics more or less that per- 
tain to the hysterical type, the schizoid, the manic- 
depressive, and the other so-called affective types of 
personality. Separating the psychopathic personalities 
from all other personalities, is a very difficult thing 
to do. 

It is very unfortunate that we have this difference of 
opinion in regard to whether the psychopathic person- 
ality has a psychosis or has not. To me it is pretty 
much the same as saying that a schizoid personality is 
a personality that is not a psychotic personality and 
the manic-depressive personality is a personality of 
manic-depressiveness without psychosis, - Certainly the 
term, psychotic personality, cannot determine the in- 
dividual’s responsibility. 

From the standpoint of the therapy involved it 
ought not to make much difference whether constitu- 
tion participates as well as environment. 


Dr. S. B. Meyerson, Chester, Ill—I understand that 
Dr. Mangun considers the psychopathic personality as 
being basically an immature personality which tends to 
become mature emotionally and intellectually with the 
passing of years. I should like to ask Dr. Mangun, 
as a prison psychiatrist who has to advise the prison 
authorities as to the mental status of the prisoners and 
as to their capacity for adjustment in civil life, what 
criteria he uses in determining when the psychopathic 
prisoners have attained such maturity and are ready 
to be released. 


Dr. Mangun.—Unfortunately, we are not given the 
opportunity of deciding that matter because the men 
are sent to us by order of a court for a definite sen- 
tence and when that sentence is up we have to 
let them go. In certain instances we may control 
a man’s tenure’ by our decision as to whether he 
has earned good time or as to whether he can be re- 
leased on the minimum release date, or he may be 
paroled. Our recommendation may be effective in those 
instances, but in general we have to keep the man for 
whatever his sentence is and then, regardless of the state 
of the therapy or his apparent condition, we have to 
let him go. Our criterion as to when a man has re- 
covered, whether after release or during our control of 
him, depends on his reactions, on how he gets along 
and on how he demonstrates that he is able to con- 
trol his conduct in a reasonable, logical and sensible 
manner. That is the only criterion we have to go by. 


Dr. C. M. Speck, Whitfield, Miss—tIn our state the 
law says that we cannot keep psychopathic personalities 
in our institution. If they are not psychotic, we are 
supposed to discharge them. The courts will not con- 
vict them for their petty crimes; so they constantly 
send them back through an old jury commitment pro- 
cedure, and they remain in the hospital until they 
come before the staff again, which is about two weeks. 
The staff invariably sends them back to society. They 
continue to commit these petty crimes, and the au- 
thorities will not convict them. 


Being the superintendent of a hospital of over 3,500 





patients, I realize the trouble that these psychopathic 
personalities give to society as well as to the superintend- 
ents of different institutions. In our institution, they 
are admitted perhaps five or six times during the course 
of a year, which requires a lot of expenditure; and 
when we turn them out, some member of the legislature 
will call us up and say that the patient is crazy and 
ask us to keep him in the institution. Then the staff 
comes along, saying that he is not psychotic, only a 
delinquent patient, so we let him go again. 

I am not a psychiatrist, just a student of psychiatry, 
and I hope that some of you who know psychiatry 
will decide whether or not these patients are responsible 
to society for their acts and deeds. 


Dr. Woolley (closing) —The mere fact that the psy- 
chopath develops behavior of a certain kind indicates 
that there is a constitutional capacity to develop it. 
As long as he is a psychopath he has not manifested the 
capacity to develop any control over it, but in certain 
situations he does develop control over it, as we are 
able to demonstrate by therapy in various places. 

I should like to remind Dr. Mangun that parents 
do not treat any two of their children alike, and the 
dynamic situations between children in a home and 
between parents and their children are very complicated 
things. It is certainly quite evident to anyone who 
works with children that enuresis and tantrums and 
holding the breath and asthmatic attacks even in very 
young infants can be determined and controlled very 
often by parental attitude. 

Dr. Cleckley remarked that the goal does not seem 
to mean very much to the psychopath. That may be 
true, but at the same time, I should like to point out 
that the psychopath very often not only eats his cake, 
but has it, too. He takes the satisfaction of the mo- 
ment, risks the loss of the future, and then talks the 
public out of punishing him, and that is what happens 
with all these persons who go to Dr. Speck’s institution. 
They have eaten their cake and they have gotten into 
prison and out into the community again with the mini- 
mum of cifficulty. 

Now the answer to that question is the answer that 
Dr. Mangun has given to it in the prison which he serves 
as psychiatrist. It is certainly not in letting the psycho- 
path escape from the prison sentence, and I think 
that the psychopath should not be considered to be 
insane. I think the psychopath should be considered 
sane. He should be sentenced perhaps for a long 
time, but not to just any prison, because going t) 
most prisons simply gives him a postgraduate course 
in ways of aggression and skills of evasion and hatred 
and anger toward authority. He must go to a prison 
conducted with departments of psvchiatry that under- 
stand and are able to handle the problem of the psycho- 
path very much along the line that Dr. Mangun has 
instituted. 


The psychopath can learn. The one hope of therapy 
for the psychopath lies in the fact that under proper 
training conditions he can learn; and the reason we have 
so much trouble with him is that we have very rarely 
subjected him to conditions which would tend to train 
him. 
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A MENTAL HYGIENE PROGRAM IN THE 
STATE HEALTH DEPARTMENT* 


By Arcurpatp M. GautocHer, M.D., NP.t 
Montgomery, Alabama 


The inclusion of a mental hygiene program 
under the auspices of the State Department of 
Health was suggested at the founding meeting 
of the National Committee for Mental Hygiene 
in 1909. Alabama is one of the few states that 
has made provision for mental hygiene work. 
The other states are Maryland and Connecticut, 
Nevertheless, public health departments the na- 
tion over are beginning to show a keen interest in 
the maintenance and protection of mental 
health. The United States Public Health Serv- 
ice unobtrusively has done much to improve the 
standards of mental hospitals and, aided by its 
keen foresight and assistance, great strides will 
be made in the broader field of mental hygiene. 
After all, mental hygiene is not a subject of 
mere academic interest. It is a matter of tre- 
mendous importance, especially in these critical 
and uncertain times of world unrest. 

One is apt to be embarrassed when asked to 
give a neat definition of what is meant by the 
now well-established term, ‘mental hygiene.” 
Vagueness is enhanced by changing concepts. 
Originally, the idea was the prevention of in- 
sanity and mental deficiency. Extravagant 
claims were made which, failing of materializa- 
tion, tended to discredit “mental hygiene.” For- 
tunately, during the last fifty years our knowl- 
edge of medical psychology has advanced tre- 
mendously, and with it there is an entirely new 
interest and understanding, not only of the in- 
sane but of the normal as well. Suffice it to say 
that, as a result of better understanding and 
wider interest, mental hygiene has become a 
positive program whose aim is to relieve the 
burdensome and often crippling handicaps of 
people that are not necessarily potentially insane. 
They are helped to lead wholesome, happy and 
productive lives. At the same time, a better un- 
derstanding of the emotional life may be im- 
parted to parent, teacher, attendance officer, 
social worker or others interested in mental hy- 
giene. Incidentally, they in turn play an im- 





*Read in Section on Public Health, Southern Medical Associa- 
tion, Thirty-Fifth Annual Meeting, St. Louis, Missouri, Novem- 
ber 10-13, 1941. 

tAssociate in charge, Division of Mental Hygiene, Alabama 
State Health Department, Montgomery, Alabama. 
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portant role in the successful outcome of treat- 
ment procedures and preventive measures. 


Mental hygiene also represents an attitude 
toward mental illness and abnormal behavior 
and delinquency. For example, until Healy 
showed its vital importance, no one thought 
of getting the delinquent’s own story of his view 
of life. Understanding motivations, of course, 
does not mean excusing anti-social conduct. It 
should be stressed that mental illness is the 
result of causes. These causal factors can be 
discovered and treatment is successful in a high 
percentage of cases. In general, children and 
young adults respond more quickly and make 
better adjustments than adults and certainly, if 
we help the child, his chances of leading a nor- 
mal adult life are much better. Hence, in men- 
tal hygiene programs treatment of maladjusted 
children and adolescents should be stressed. The 
treatment procedures differ from those employed 
in general medicine in that not only must the 
child be understood, but the parents, too, must 
be considered, and this latter task falls to the 
psychiatric social worker. 


The need of mental hygiene programs of state- 
wide scope is recognized by most physicians. 
The problem is how to meet this need in a prac- 
tical manner. Experience during the past 
twenty-five years has shown that the first step 
is the establishment of clinics, because there is 
little point in stressing treatment unless facili- 
ties are available. The matter of personnel: 
psychiatrist, social workers, psychologist and 
clerical help, is well discussed in various publi- 
cations. In other words, the mechanics of clinics 
follow fairly well-established patterns and pre- 
sent no unusual problems. The real difficulties 
come from other sources, and unless these diffi- 
culties are recognized and met, the clinic service 
may be seriously hampered or even: discredited. 
We shall now turn our attention to these some- 
times subtle but always very real problems to be 
encountered in the establishment of mental hy- 
giene clinics. What follows is meant to be of 
general application and is not a description of 
Alabama. 


First and foremost to be considered is the atti- 
tude of the community toward the work of the 
psychiatric clinic. A fairly good idea can be 


had from the way it behaves toward children 
and their problems in schools, courts, and provi- 
sion for recreational facilities. If there is little 
understanding of the emotional needs of children, 
the functions of the clinic will not be understood. 
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On the other hand, the community may ascribe 
magical powers to mental hygiene and expect so- 
cial problems lying entirely outside the field of 
the clinic to be solved. In these communities, 
a diagnostic clinic or consultation service will 
best meet their needs, especially if combined 
with an educational program. 

The average person and even physicians have 
misgivings about psychiatrists and often jokingly 
question the psychiatrists’ sanity. This, of 
course, is mankind’s expression of fear of his 
own instinctual drives. Fear of the psychiatrist, 
awe of the mentally ill, and the search for the 
physical cause for all illness causes resistance, 
although to a lesser degree as time goes on. 
Psychiatry itself has undergone a reorientation. 
There are many psychiatrists who do not treat 
the insane but, with their knowledge of medical 
psychology, straighten out the emotional diffi- 
culties of normal persons. The work of the psy- 
chologist is apt to be over-evaluated because he 
uses so-called scientific tests which, though im- 
portant, are only part of the story. There are 
no valid standard tests of personality. 


Another misunderstood person is the psychi- 
atric social worker, at one time a sort of clinic 
receptionist doing various odd jobs, including 
obtaining case histories. History gathering is 
still an important function, but far more impor- 
tant is the work with parents, helping them to 
understand the child’s emotional attitudes. This 
worker also contacts other agencies in efforts to 
better the child’s environment. Her work is 
supervised by the psychiatrist. 

The selection of clinic quarters requires 
thought and planning. Space in a ramshackle 
building in a very poor neighborhood stigmatizes 
the clinic as a place for the treatment of the 
so-called underprivileged. Quarters in schools, 
courts, and hospitals tend to identify the pro- 
gram with the institution. Needless to say, the 
feelings of the child client must be considered, 
and why add to the difficulties of an already 
fearful child? Two things, then, must be con- 
sidered: the effect on the young client; and sec- 
ondly, the reaction of the community. One gets 
a pretty good appraisal of a community’s esteem 
of child guidance when it selects a tumble-down 
building for the clinic. It is as much as to say, 
“That’s good enough for that sort of work.” 
Perhaps, too, it represents an attempt to hide a 
poorly understood and half-accepted service. 


The relationship of the mental hygiene unit 
to the health department and w the other de- 
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partments needs frank interpretation if coopera- 
tion is to be gained and friction avoided. In 
the first place, the aims and methods of a newly 
established unit must be made as clear as possi- 
ble to its own department. Even so, there will 
be skepticism and the argument that there are 
so many other things far from being adequately 
met. In a restricted sense, this nevertheless, is 
mental hygiene. We know, for example, that 
hookworm infestation often has a pronounced 
effect on the mental activity. Pellagra is an even 
more striking example of physical and mental 
interrelationships. But aside from these spe- 
cial cases, mental maladjustments exist without 
discoverable physiologic dysfunction. The needs 
of people are many and concurrent.  Fortu- 
nately, most health officers recognize the need 
of mental hygiene and are willing to cooperate 
in every way. 

The welfare agencies have always been inter- 
ested in mental hygiene. Often their client’s 
plight is due in some measure to emotional mal- 
adjustment. A neurosis often prevents gainful 
employment. All trained social workers have 
had courses if not actual experience in medical 
psychology. Adolph Meyer is credited with the 
introduction of the psychiatric social worker, 
and this is probably one of America’s great con- 
tributions to psychiatry. Traditionally, there 
is every reason for collaboration and understand- 
ing. The social workers as a professional group 
are invaluable in interpreting and extending the 
work of the mental hygiene unit. The same 
may be said of the public health nurse, although 
until recently nurses received little training in 
mental hygiene. 


Another important professional group inter- 
ested in mental hygiene is the teaching profes- 
sion. One seldom picks up a teachers’ publica- 
tion without finding some article on this sub- 
ject, and in some large cities a mental hygiene 
unit is maintained by the school system. Most 
of the patients referred to a mental hygiene 
clinic will be school children, and obviously much 
can be accomplished once the whole-hearted co- 
operation of the school is obtained. One hopes 
that teachers will gain a greater appreciation of 
the emotional life of the child through discus- 
sions of cases referred to the clinic. Naturally 
the psychiatrist cannot take an authoritative 
role, but as a consultant he can be of great as- 
sistance. There is more to teaching than the 
three R’s. The mental hygiene unit’s greatest 
service to the teaching profession will not be the 
treatment of a few problem children, but the 
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imparting of a point of view that will assist them 
in developing a better relationship with their pu- 
pils. In turn, when the emotional needs of the 
child are appreciated, more attention will be 
given to the recognition of the maladjusted. 

No blue print for a state or community mental 
hygiene program can be offered, but the mental 
hygiene unit in the state health department will 
gain much by collaboration with the state edu- 
cational department and the state welfare de- 
partment. In general, the emphasis is on co- 
operation, not only in the departments named 
above, but with all agencies that may gain by 
the contributions of mental hygiene. In this 
connection, the attitude of the mental hygiene di- 
vision is not to show other departments or agen- 
cies how to do their work, but to offer the divi- 
sion’s assistance when an agency recognizes the 
need of this help. 

The permeation of mental hygiene principles 
in the community is slow at best. It will be 
still slower if the public conscience is not well 
developed. A mental hygiene program is a long- 
term endeavor. One will find little if any active 
resistance that cannot be overcome by interpre- 
tation, but great difficulty will be met with a 
passive form better known as indifference. Ap- 
peal to reason is of less importance oftentimes 
than one would suspect. In fact, it is incon- 
sistent because we know the intimate tie-up of 
intelligence and emotion. This brings us back 
to the idea of setting up clinics first. A few 
successful cases will certainly be more convinc- 
ing than any amount of publicity extolling the 
benefits of mental hygiene. A delinquent youth 
helped to decency and useful occupation; a neu- 
rotic boy relieved of his helplessness and re- 
turned to school; the appearance of a pleasing 
personality in a previously mean and trouble- 
some child; these will not be overlooked. These 
results are all the more convincing to the persons 
most concerned with the problem, since they con- 
tributed to the study and treatment in a coopera- 
tive effort with the clinic. 

One thing is certain, the sailing will always be 
against the wind. This is nothing new in public 
health work, but delving into the emotional life 
can be far more painful than an impersonal in- 
oculation. Success can only be measured in 
relative terms, no doubt to the annoyance of 
the statistician because he considers the indi- 
vidual only as a totality in birth and death sta- 
tistics. Be that as it may, we are concerned 
with protecting the health of people, and we 
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cannot be content to shield them from disease 
entities only to see many of them fill our state 
hospitals or go through life as mental cripples. 
This does not imply that Utopia is in sight, but 
certainly public health departments cannot side- 
step the challenge of protecting mental health. 





DISCUSSION (Abstract) 


Dr. Theodore A. Watters, New Orleans, La.—Our con- 
cepts in psychiatry, as in all other branches of medicine, 
have changed. There was a time when the psychiatrist 
was content to work in a state hospital and confine his 
efforts to those who were incarcerated therein. This is 
certainly not true today with modern workers. It is a 
matter of individual attention, facing the facts for a 
particular patient, and not adhering to old textbook 
formulations. 

There was a time when medicine was quite pleased 
to make the diagnosis of consumption. Nowadays, al- 
most anyone, if he follows a man down the street and 
sees that he is rather pale, thin, and anemic-looking; and 
if he expectorates blood-streaked sputum on the side- 
walk, would assume that he had tuberculosis. The same 
is true with dementia praecox. There was a time when 
we were quite fatalistic about it; said that all hope was 
gone for the person. We sent him to a state hospital and 
proved to our satisfaction that he would deteriorate. 


This is not true today. Our present day concepts en- 
able us to recognize that throughout our social fabric 
there are schizophrenic personalities who are making 
worthwhile contributions to society. Some of them are 
in universities, some in the profession of medicine, some 
hold other dignified positions, but they are schizophrenic 
personalities just the same. It is only when they come 
into conflict with the mores in which they live, those 
tegulations which are called rules of society, and de- 
velop either social tendencies or anti-social behavior 
which creates situations such that others do not want 
them around, that we have to do something about them. 
Many schizophrenic personalities do not develop such be- 
haviour, so we have to accommodate ourselves to the fact 
that modern workers in psychiatry consider personalities 
and potential disorder rather than disease alone. Today 
it is not just a matter of sending advanced cases “off,” 
but rather dealing with personalities that may or may 
not become disordered. 

Regarding the question of the child: we should not 
overlook the fact that all great religions and all great 
political schemes focus on the child, because it is in that 
formative period in the human being’s life that things 
can be done to determine his development to their being. 
Any scheme of psychiatry, whether it be in the state 
board of health or anywhere else, certainly must be 
concentrated on children and adolescents, because as I 
have said, they are in the formative period. Something 
can be done then, so we should plunge in and do it. 

Any child who comes to a physician in this work is 
a part of a constellation that we call the family, con- 
sisting of father and mother and child number one and 
child number two, with emotional relationships between 
these respective members of the family. 

In addition to the family constellation, we deal with 
situations: we deal at times actually with neighborhoods 
and communities. So the good that we may do the child 
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will be reflected in his family and in the neighborhood 
in which he lives. 

So to me the opportunities that parents offer for 
rectification of problems are vast. And one opportunity 
that I think of is this: the opportunity thus afforded to 
create more good will towards the psychiatrist. 

There is a difference between treatment and manage- 
ment, and in some cases we have to put less emphasis 
upon treatment and more upon management. We may 
actually become the manager of a personality and re- 
main so for a good many years. 

As to the question of sex and alcohol: I, for one, re- 
fuse to put medicine on the spot there. I do not believe 
all problems of sex and all problems of alcohol are spe- 
cifically medicine’s responsibility. People in other pro- 
fessional walks of life simply have to plunge in and 
help us. Anyone working upon these problems has to 
solicit the help of lay workers: the business man, the 
lawyer, and that will-of-the-wisp that we call the poli- 
tician. We must face the problem of sex and alcohol 
pragmatically. 

We always run into allusions, such as that a psy- 
chiatrist has to be a bit “screwy” himself. In some 
cases most surely our colleagues may be queer, but in 
other cases, I find that many of our modern workers 
are not only sane, but also sensible fellows. 

We work nowadays largely with normal people. Oc- 
casionally I have had someone come to my office who is 
disturbed over the fact that he is going to a man who 
works with “crazy” patients. Usually I take him to a 
window in my office, which overlooks the city of New 
Orleans, point out to him that many people who con- 
sult me are working in those offices downtown. Many 
of them are professional workers. So it is a far-removed 
proposition today from the old state hospital psychiatry 
of days gone by. 

The psychologist is a highly trained, highly educated 
lay worker. I think we should be fair to him. He is 
of extreme value to us in this work. I hope I shall 
never have to run a clinic without one. We have an 
obligation to him. 

But I believe organized medicine should take a stand 
whereby it can determine just whom we are going to 
have in this field of work, and what the criteria for his 
training should be, and to help him determine for him- 
self his relationship with us. I am thinking particularly 
of that point where counseling ends and treatment be- 
gins: a practical question for us. 

Now, the questions of tests: many persons say, “Oh, 
those psychological tests. That is just a lot of ballyhoo.” 
Some of them are, but so it runs with all tests in medi- 
cine. I do not know one that is fool-proof and thor- 
oughly valid. All the things that have to do with test- 
ing a situation are not valid in themselves, else it would 
not be a test. 

Now, the question of social workers: I have had a 
very enjoyable relationship with social workers. Social 
work is the daughter of medicine. Organized medicine 
was the father of social work. It is true that we have 
a lot of Meddlesome Matties; however, we have them 
in everything else. Our problem is to work with those 
who are helpful, and avoid those who are harmful. 

We have the same difficulties with psychologists. If 
we recognize our mutual problems and solve them, then 
it will be to our mutual credit, and not to that of 
someone else. We have to regard this as a neurotic faces 








his problems. He either faces his problems realistically, 
does something about them, and solves them; he com- 
promises with them; or he avoids them. I think medicine 
is in the same position. We have to face the problem of 
social work realistically, and solve it. 

The question of quarters for the unit: I am reminded 
that in New Orleans our politicians built a thirteen mil- 
lion dollar institution but did not put a psychiatric unit 
in it, It is a reflection of the public’s attitude. 

Now the question of having privies first: I was in 
Mexico this summer looking over some of the mental 
problems they have there, visiting private and public hos- 
pitals, and medical schools. One of the physicians told 
me we had better solve smallpox and typhoid fever first. 
I hope they do solve the problem of smallpox. It makes 
a terrible situation there. But if you do not work on 
people’s minds while you work on their bodies, you are 
not going to get very far. The best evidence of this is 
in our country today. We have an army; we are build- 
ing its members up physically, but we had better get 
busy about morale. 

Now, as to the place and type of work for a mental 
hygiene unit in a health department: those of us with 
an open mind can realize the need and its place. Anyone 
who is doing good work and rendering proper service will 
be recognized. There is a cultural pattern in American 
civilization that is based on the fact that good service 
will be rewarded. We expect and demand good service. 


Dr. Victor Hugh Vogel, Washington, D. C—When the 
office of Consultant in Mental Hygiene to the States 
was set up in the United States Public Health Service 
eighteen months ago, Dr. Baker’s request was the first 
which it was my pleasure to follow up, and the Alabama 
program is the first one to be set up with our assistance. 
Consequently, I have followed this Alabama program 
with < great deal of interest, and I regret that Dr. 
Gaulocher’s paper today did not deal more with the 
nature of the program. 

I wish to read a paragraph from a recent talk Dr. 
Baker gave over an Alabama radio station. Speaking 
of the unfortunate prejudice and stigma which attach to 
mental disorders, he said: 

“The embarrassment which, unfortunately, is still in- 
volved in cases of actual insanity has no place whatso- 
ever in the broad field of general psychiatry. Although 
it seeks to restore to full mental health the victims of 
extreme mental disease, that is only a relatively small 
part of its function, To limit one’s conception of psy- 
chiatry to its work with the insane is as far off the 
mark as to think of maternal hygiene entirely in terms 
of saving the lives of women suffering from serious 
puerperal diseases. Just as the State Health Depart- 
ment’s activities in the maternal hygiene field are con- 
cerned mainly with assuring proper medical and nursing 
care for all mothers and avoiding those abnormal con- 
ditions which endanger the lives of mothers and babies, 
so its mental hygiene program is concerned primarily 
with the emotional and adjustment problems of normal 
people, mainly children. There are times in the lives 
of practically all persons when guidance and advice of 
this kind would be a tremendous help.” 

There are at present about eight states which are 
budgeting money for mental hygiene as such. A closer 
perusal of the items on the budget shows that something 
like twenty-two states are budgeting money for projects 
which are essentially mental hygiene. I believe this is 
encouraging and shows what the trend is in this field. 
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The Public Health Service, with the assistance of Johns 
Hopkins University, has arranged a course which has 
started this year in mental hygiene—public health. So 
far as I know, it is the first of its kind. This course is 
training men for work in this particular field. It is 
taking men with a general background of psychiatry, 
giving them some of the essentials of public health, and 
a great deal of child guidance work and mental hygiene 
clinic management and educational functions. 

There is under consideration a similar training plan 
which contemplates giving public health nurses post 
graduate psychiatric social work. I have until recently 
told health officers that psychiatric social workers were 
absolutely necessary in a mental hygiene program. Per- 
haps carefully selected public health nurses with post 
graduate work in psychiatric social work can supply 
the need. 

A perusal of the state budgets shows that one-tenth 
of one per cent of the money budgeted for public health 
in this country goes for mental health. This does not 
include some money which is going for mental hygiene 
under other names, but it is much too low when you 
consider that mental health problems are responsibile 
for over half of all di-ability in this country, and for 
more than half of all hospital bed occupancy in this 
country. 


Dr. Horton Casparis, Nashville, Tenn—I want to urge 
again, as I have many times before, that we change the 
name of this subject from “mental hygiene” to “mental 
health.” The very people who in general need these 
benefits or who need to assume much of the basic respon- 
sibility for the work, will accept the familiar term 
“health,” but find “hygiene” too vague and nebulous to 
fit their willingness to participate. 

In the previous paper we heard Dr. Tucker use the 
word “hygiene” in its present commonly accepted sense, 
when he spoke of the hygienic measures necessary in 
the control of the hookworm. Now I do not believe 
we really would use this same term “hygiene” in de- 
scribing a child’s mind or attitude. It is not “hygienic” 
or “unhygienic,” but on the contrary, it is “healthy” 
or “unhealthy,” just as the attitude or behavior of the 
stomach toward food is “healthy” or “unhealthy.” 

I do not quite agree with the statement that some day 
we shall get used to mental disease just as we have 
gradually to certain physical diseases. Because, if the 
mental disease is functional then it is largely our fault 
and more or less an insult to our own conscience with 
which we have to live fairly peacefully. While on the 
other hand, in the case of physical disease, such as 
tuberculosis or syphilis, it is much easier to “pass the 
buck” and blame some one else (even the germ caus- 
ing it) at least to the extent of making peace with our 
own conscience. For example, in functional mental dis- 
ease we cannot conscientiously blame things or other 
people for our mental inadequacy, so we must subcon- 
sciously “alibi” in order to protect our conscience and 
self respect. 


I hope the establishment of mental health set-ups in 
health departments will proceed slowly. This problem 
is not going to be solved by setting up a bunch of 
clinics. The first essential is personnel training or sensi- 
tization of those already on the staff and already making 
hundreds of contacts, to the fact that they can do more 
real preventive work in this field than could probably 
be accomplished in any number of special clinics for 
this purpose. The reasons for this ar2 that this should 
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be an indissociable part of one’s everyday work to be 
effective, and should be woven into the fabric of every 
contact by all health workers. Also, if a special clinic 
is established then almost invariably it becomes loaded 
down quickly with children and adults already in trouble 
(mentally sick), many of them so far along that most 
of the effort can easily be used up on a relatively few 
more or less hopeless wrecks. Such a clinic usually be- 
comes a treatment clinic and does preventive work only 
in the broader sense of trying to keep people who are 
already in varying degrees of mental trouble, from 
getting in worse trouble. 

Thus, only occasionally can such a clinic be justified, 
and that is, in my opinion, when it functions for diag- 
nostic, demonstration, and/or teaching purposes. We 
should not get the idea that organizing clinics will do 
the job, They look good and sound good, but they are 
usually attended only by those who need treatment, and 
the truly preventive work is going to be done in the 
home, in the school, in the child and maternal health 
clinics, in the doctor’s office, by the nurse, by the doc- 
tor, by the teacher, by the parent, for those chiefly 
who do not yet realize or fully realize that they need 
this sort of help. 


Dr. Gaulocher (closing)—I wish to emphasize the 
importance of the mental hygiene units’ cooperation with 
educational institutions. Teachers and social workers 
in particular have much gain from a working knowl- 
edge of mental hygiene. 

In Alabama, the colleges throughout the state showed 
an immediate interest in mental hygiene programs. In 
one college, lectures on medical psychology as pertains 
to social work are given. 

Probably it is much more important to have a great 
number of persons interested in mental hygiene who 
have a basic understanding of the subject than to have 
a few specialists in clinics. Of course, there are so 
many angles to this type of work that you could not hope 
to cover them all, but certainly a program of this type 
is a step in the right direction and will bring gratifying 
results in time. 





MEDICAL PHASES OF INDUSTRIAL 
HYGIENE* 


AS RELATED TO THE WORK OF HEALTH DEPARTMENTS 


By James G. TowNsENp, M.D.+ 
Bethesda, Maryland 


Public health in the southern states has been 
in the field longer and in many ways is more 
fully developed than in any other single section 
of the country except the northeast. During the 
years preceding the Social Security Act, the co- 
operation of southern states with the Public 
Health Service laid the foundation for the Fed- 
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eral-state partnership which is advancing public 
health work throughout the country. 

It was in the South that early sanitary sur- 
veys were made in rural areas. I remember 
taking part in these surveys back in 1916 and 
1917, and I know it was that first public health 
reconnaissance work which marked the begin- 
nings of a full-time rural health service through- 
out the country. And under the Social Security 
Act, North Carolina was the first state to set 
up an industrial hygiene unit in its health de- 
partment. 

But many of us have neglected or minimized 
the challenge to our profession raised by the in- 
creasing industrialization of the South. Industry 
has been moving southward since the last war, 
and national defense has accelerated that move- 
ment. 

This tremendous industrial growth concerns 
every one of us because it is taking place in a 
region already burdened with more than its share 
of public health problems—a region in which we 
are still counterattacking malaria, syphilis, pel- 
lagra, hookworm and maternal and infant mor- 
tality. 

National defense has thrown southern indus- 
trial expansion into high gear, drawing many 
thousands of workers off the farm into the fac- 
tory. New people are coming by the hundreds 
from out of state to work in southern plants and 
shipyards. As the total number of workers has 
skyrocketed, there has been a parallel increase 
in the number liable to industrial hazards. 

Additional industrial health problems have 
been raised by three factors: first, the dilution of 
the industrial population with less vigorous 
workers—women, older men, and youths; second, 
the problem of fatigue, as production lines speed 
up into high gear; third, overcrowding in fac- 
tories having to expand production under pres- 
sure without time for parallel plant construction. 

Last year the time lost by workers staying 
home from the job because of illness added up 
to four hundred million wasted man days. 
Enough men and women were off their feet and 
off the job to close down, in effect, a thousand 
factories each employing a thousand workers. 
What can we do to reduce this staggering loss of 
wasted manpower? 


Before answering that question, we must real- 
ize that this time-loss results from two kinds of 
disability. First are the diseases and injuries 
common to all of us—influenza and heart dis- 
ease, automobile accidents, falls, and burns. Sec- 
ond are the injuries incurred on the job and the 
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diseases caused by exposure to toxic substances 
used in manufacture. 

The Public Health Service is cooperating with 
state and local agencies, industry and labor, to 
promote the general health of workers as well as 
to make every job a safe job. 

There are thirty-four state industrial hygiene 
units, two county and four city units, as well 
as units in Hawaii and the Philippines. Sixty- 
four cents of every dollar they spend comes from 
the Federal Government. This proportion, I 
might add, is changing, because the Federal con- 
tribution is dropping annually as the states and 
cities assume greater financial responsibility. 
With the four exceptions of Arkansas, Florida, 
Louisiana, and the District of Columbia, every 
state represented in the Southern Medical As- 
sociation has an industrial hygiene division. 
Arkansas and Louisiana have already taken the 
first steps toward the establishment of their pro- 
grams. In addition, the county of St. Louis in 
Missouri and three cities, Louisville, Baltimore, 
and St. Louis, have separate units. 

The work of these units is the most direct con- 
tribution to all-out defense that public health is 
making today. Wherever an industrial hygiene 
service reaches, defense plants are being surveyed 
and hazards eliminated. The blueprint calls for 
investigations of existing plants; recommenda- 
tions affecting the construction or expansion of 
plants; promotion of medical services for work- 
ers; and education of management and em- 
ployees. With this blueprint, we are building a 
lasting structure of time-saving, money-saving, 
and life-saving service. 

Behind this four-fold program stands a genera- 
tion of public health service research and ex- 

perience in its application. 

If every plant had an industrial health main- 
tenance program,’ and if every state health de- 
partment had a comprehensive industrial hygiene 
service, then our problem today would not be so 
difficult. However, recent studies made by the 
United States Public Health Service in a large 
number of industrial establishments, as well as 
those conducted by the National Industrial Con- 
ference Board,? indicate that medical services 
are still far from benefiting more than a small 
proportion of the industrial workers of this coun- 
try. For example, the Public Health Service 
found that only 15 per cent of the employees 
were provided with the services of a full-time 
physician. 

The medical services available in small plants 
which employ five hundred workers or less are 
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proportionately diminutive. In these plants 
eight of ten workers can count only upon catch- 
as-catch-can treatment because medical services 
are lacking.* We may assume, therefore, that 
the bulk of our gainfully employed, when in need 
of medical services, receives them from the pri- 
vate practitioner on a part-time basis at the 
plant, from “on call’ physicians, or from the 
family doctor. 

This is especially true with reference to the 
so-called non-occupational disabilities. The Na- 
tional Industrial Conference Board study showed 
that in one-third of the plants surveyed by them, 
no efforts were made to supervise non-occupa- 
tional disabilities, in order to assure the worker 
of medical attention. This study also showed that 
in only slightly more than one-half of the plants 
was an effort made to promote employee health 
through educational means, and that only casual 
supervision was practiced with regard to work- 
ing conditions. 

Here is formidable challenge for every mem- 
ber of our profession. 

When an industrial hygiene unit comes into a 
plant, three men—a chemist, an engineer, and a 
doctor—analyze the efficiency of existing health 
safeguards, and decide on the necessity for new 
ones. 

The chemist acquaints himself with the spe- 
cific materials used in the plant. He determines 
which of the substances constitute potential or 
actual hazards to health. He is aware of the 
wide. range of toxic exposures in manufacturing 
procedures. He knows that almost three mil- 
lion American workers are on jobs where or- 
ganic dusts are potentially dangerous; jobs where 
by-products like carbon monoxide may reach 
dangerously high concentrations. Defense in- 
dustries have called upon many solvents ranging 
through toluene, benzols and the glycols—to 
name only a few. And these must be guarded 
against. In a thousand operations, several mil- 
lion workers handle chemicals which produce 
dermatoses. Let me briefly list a few other 
common exposures: a half million men work 
with lead and its compounds; a quarter million 
handle sulfur dioxide; a hundred thousand are 
exposed to chromium. And so it goes. 


The engineer, in the meantime, has been ex- 
amining ventilation, lighting, safety equipment, 
workbench space and mechanical fatigue haz- 
ards. He must also plan for mechanical control 
of toxic exposures. 

Armed with the facts and figures supplied by 
the chemist and engineer, the doctor checks the 
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physical condition and clinical history of every 
worker in the plant. If there is a medical service 
in the plant, he works closely with the physician 
in charge. He advocates the pre-employment ex- 
amination, regular examinations on the job, and 
careful maintenance of absentee records. 

These three men pool their observations. Are 
newly-used chemicals exposing the workers to 
dermatoses? The chemist suggests non-irritat- 
ing substances or methods of control. Is the light 
poor, is there a high concentration of dust or 
toxic fumes in the air, is it too warm and too 
dry? Our engineer’s job is to solve these en- 
vironmental problems for every individual plant 
he enters, in terms of that plant’s specific needs. 

The doctor’s job is perhaps more complex than 
his co-workers’. 

Once the chemist’s and the engineer’s recom- 
mendations have keen carried out, constant vigi- 
lance must be exercised to keep safety equipment 
at peak efficiency. Small, hard-to-detect breaks 
in, say, an exhaust system may occur. And it is 
the doctor who first recognizes the storm signals 
as they show up in headaches, fatigue, mild 
stomach disorders, unexplained nervousness, a 
sudden drop in the blood count. He sees the 
first results of ineffective control in his routine 
examination of the workers before the break can 
be corrected. 

Adult health maintenance challenges him fur- 
ther on two fronts: first, the individual physical 
fitness of the workers as employees in a particu- 
lar plant; and, second, the well-being of these 
men and women as members of families and 
of the community. 

The first consideration involves sanitation in- 
spection, rehabilitation recommendations, routine 
physical examinations, and proper placement 
analysis. Such analysis, before a man gets his 
job as well as after he is assigned to one, em- 
phasizes the importance of the psychiatric ap- 
proach to industrial medicine. Wear and tear on 
both individual and payroll are minimized if 
square pegs are not assigned to round-hole jobs! 
Studies* conducted in specific industries have 
shown the incidence of such diseases as tuber- 
culosis, pneumonia, and degenerative conditions 
to be higher than the average for the entire in- 
dustrial population. There is evidence to justify 
the opinion that deaths from tuberculosis can be 
reduced 50 per cent by health supervision of 
workers in occupations predisposing to the dis- 
ease, by detection of minimal cases and by pro- 
vision of adequate medical and institutional care 
in the early stages of the disease. In a majority 
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of cases the disease is discovered too late in its 
course for the most effective treatment. 

Surely the tuberculosis service of the health 
department should be as much concerned with 
this group of employed adults as it is with rou- 
tine follow-up of contacts and tuberculin testing 
of high school students. 

It is also known that mortality and disability 
from pneumonia are excessive among workers ex- 
posed to extreme and sudden changes in tem- 
perature, bad weather, and toxic gases and dust. 

This viewpoint of the close connection between 
cause and effect, job and illness, is what we 
might term the “occupational approach” to pub- 
lic health. And this brings me to the second 
consideration every public health physician faces. 
He knows that although sickness and death due 
to hazards on the job may be impressive, these 
account for only 10 per cent of the industrial 
time loss. The other 90 per cent of lost time is 
due to disabling non-occupational diseases. 

A worker’s health is as much a product of his 
home surroundings as his shop environment. In- 
dustrial health and public health are like the 
parallel lengths of a ladder, connected by many 
rungs all the way down the line. 

The most important rungs of this ladder are 
the usual services rendered by a health depart- 
ment to its community. The venereal disease 
clinic, the nursing service, the sanitation section, 
and the maternal and child health service must 
reach the industrial worker and his family to a 
far greater extent than mere routine functions 
permit. The industrial hygiene unit has a close, 
informed relation with management and em- 
ployee and therefore is the logical channel 
through which these services can reach the 
worker. 

The local health department, correspondingly, 
is the channel through which industrial hygiene 
can be brought to bear directly on the health 
problems of workers in small plants. The health 
officer has at his command the state industrial 
hygienists who are trained and equipped to co- 
operate with him, just as he, by virtue of his 
position, has the most complete acquaintance 
with local needs and resources. 

This clearly enlarges the task of the public 
health physician in maintaining adult health. If 
the general health of a highly important and 
numerous group in the population is to be im- 
proved it will be necessary not only to control 
unhealthful conditions in the working environ- 
ment but also to give consideration to such fac- 
tors as proper living conditions, elimination of 








strain and hurry, nutrition, and communicable 
diseases; in fact, attention must be given to a 
general adult health program for workers. In 
order to be successful, a broad public health pro- 
gram of this character must be closely interwoven 
with existing public health activities.* 


In this sense, then, every division of a state or 
local health department plays a part in build- 
ing the foundation for promoting the health of 
workers. 

“In recent years,” wrote Sir George Newman “we 
have learned that public health is not only a matter of 
the postponing of mortality and the prevention of sick- 
ness, but of the positive side of health—the increase 
of vitality, capacity, and efficiency of the human body. 
Our aim is not only to oppose diseases but to advance 
and develop physical fitness and well being. To secure 
this end, we must have regard to the whole life of man— 
his heredity and upbringing, his work and rest, his food, 
his habits, his environment. We must pay attention 
not only to his actual ailments and diseases, but to the 
conditions making for a maximum degree of personal 
health. Thus it comes about that a new relation is 
found to exist between occupation and health. In a 
word, the health of the industrial worker forms an in- 
tegral and inseparable part of the health of the com- 
munity.” 

It is for this reason that every state, county, 
and local health department has a responsibility 
to cooperate with industrial management, labor, 
and private medicine in attaining their common 
goal—better personal and more efficient group 
health. 

No public health program can function in a 
vacuum. 

A complete industrial hygiene program de- 
pends upon industry, labor, and private medicine. 
This truth is supported by the fact that two- 
thirds of the workers in this country are not pro- 
vided with full-time or even part-time medical 
services at the plant. 

They depend upon their private physicians, or 
go without. This places an important responsi- 
bility upon the practitioner who sees industrial 
workers, either as their family doctor, as an in- 
dustrial physician in the plant, or as a health 
officer. 

The local health officer has at his command 
not only the services of the state industrial hy- 
giene division, but also the facilities available 
from the Public Health Service. 

There are, briefly, four or five such facilities 
which, if utilized, can go far in conserving the 
health and efficiency of millions of workers. 
The official agencies can provide such services 
as consultation with plant management regarding 
corrections of environmental hazards and ad- 
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vice as to the relative toxicity of materials being 
used or being considered for future use. Two 
more important services include necessary labo- 
ratory facilities, clinical and physical, and as- 
sistance in developing, maintaining, and analyz- 
ing absentee records. 


No Aladdin’s lamp is needed to call these pub- 
lic health utilities into action. A telephone wil] 
do the job! 


The universal goal of all medical men—pri- 
vate, industrial, and public health—is the crea- 
tion of a healthier, more vigorous America. In- 
dustrial hygiene can be the backbone of a pro- 
gressive, enlarging program to keep America 
strong, and make America stronger. 
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DISCUSSION (Abstract) 


Dr. Carl A. Nau, Galveston, Tex.—It was my privilege 
to engage in the formulation and development of a pro- 
gram of industrial hygiene in Texas for five and one- 
half years. Again and again we were confronted with 
a lack of interest on the part of health officers. 


It is regrettable that health officers in general have 
not yet realized that industry offers to them an ap- 
proach for a public health program similar to that of- 
fered by the schools. In industry our adults can be ap- 
proached for a program of tuberculosis, malaria, hook- 
worm, and venereal disease control, nutrition, dental 
hygiene, and so on, whether it be case-finding, education, 
rehabilitation, prevention or treatment. Here, too, the 
idea of medical examinations at regular intervals can be 
promoted. Not only the worker but also the employer 
profits. If health officers could be thoroughly con- 
vinced of this, I am certain they would gladly devote 
more attention, time and thought to industry and to our 
employed; and through such interests and attention they 
would bring to their activities increased appropriations, 
enabling them to carry on other phases of their public 
health programs more effectively. 

Employers pay a major share of, and control to a 
large extent, our taxes. Health officers would do well 
to try to convince them that public health departments 
can be of direct and positive service to them and their 
employes and that such services warrant increased ap- 
propriations. 

Thus far employers and employes have been neglected, 
and now as never before, it behooves us not only to 
maintain the health of our workers but also to develop 
it to the highest degree possible. 
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Dr. John W. Dugger, Jackson, Miss.—It is just as 
necessary to carry on an adult hygiene program in in- 
dustry as a school hygiene program in the schools. The 
breadwinner must be kept in good physical condition. 
I do not discount occupational diseases as unimportant, 
but, as only 10 per cent of our lost time in industry 
is due to occupation, our efforts should be directed to- 
ward controlling the illnesses that cause 2 per cent of 
lost time among the workers. By making work room 
surveys, we can determine the industrial hygiene prob- 
jem and recommend control measures that, no doubt, 
would control occupational diseases. It will be much 
more difficult to control the man-power loss caused by 
the common infectious diseases and remediable defects. 
Many phases enter into a program of this kind. We must 
secure the cooperation of the medical profession, em- 
ployer, labor, and employe. It will require diplomacy, 
salesmanship, patience and effort to make a program 
of this kind succeed. To obtain the best results, I be- 
lieve it will have to be done by the personnel of the 
health department, and when the job is finished, give 
the results to the private physician for him to interpret 
and advise the employes what to do. In other words, 
dump into the lap of the physicians the treatment and 
correction of defects. 

In Mississippi we have examined about 15,000 em- 
ployes. In one plant we found 6 per cent positive 
Wassermann tests; 17.9 per cent high blood pressure; 
58.1 per cent needing attention to teeth or gums; 1.1 
per cent with definite tuberculosis shown by x-ray; very 
few who were satisfactorily vaccinated against typhoid 
fever or smallpox; and other defects. 

I was told after this job was completed that the 
dentists were so busy pulling teeth and correcting con- 
ditions of the mouth that the people living in the little 
town and in adjacent towns could not have dental work 
done. A great deal of advice along that line was fol- 
lowed and many men had their mouths cleaned up who 
had never given it a thought. The figures upon typhoid 
and smallpox immunization prove to you how careless 
the population as a whole is in keeping these important 
immunizations up-to-date. 

The follow-up work was done by the personnel of 
the Jackson County Health Department. The typhoid 
and smallpox immunizations were brought up-to-date 
100 per cent with all employes. Our records show after 
tuberculin testing about 20,000 people in industries, that 
the positive tuberculin reactors will reveal about 1 per 
cent of incipient or positive cases. At the present time, 
we have 59 health departments organized in Mississippi. 
Seven additional counties have made the appropriation, 
which makes a total of 66 that will have full-time health 
work, leaving only 16 that have part-time health of- 
ficers, No doubt, within the next year or two, all 
counties, making a total of 82, will be completely under 
full-time health department supervision. In every 
county where this program has been put on, we have 
the full cooperation of the medical profession, as well 
as the health officer and his personnel. 


Dr. Arthur T. McCormack, Louisville, Ky —For many 
years it was practically impossible for a health officer 
to get into an industrial plant. 

Now, there has been a social revolution in this coun- 
try. We are going to get into the industrial plants of 
the country through educational means that will se- 
a the cooperation of both the employer and the em- 
Ploye. 
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Migration of population in boom times and hard 
times makes difficult public health problems. Elliott 
County, Kentucky, is a poor county without a railroad 
in it. Its school population was cut a little more than 
50 per cent during that remarkable, happy time when 
every pot was to have its chicken and every family was 
to have two automobiles in its garage. Then the school 
population and the gross population of Elliott County 
from 1930 to 1940 were a little more than doubled. 
There was no one in it at either time who did not 
belong to Elliott. They just went off and left their 
homes temporarily. 


Here is what I am getting at. No industrial civiliza- 
tion has ever persisted for any length of time, any- 
where on the face of God’s green earth. They rise and 
thrive, but they are built on stony ground. They do 
not produce much in a material way except the things 
they sell; they do not produce much in folks. What I 
want to see us do is to preserve the people in this 
country whose feet are on the ground and whose hands 
are in it. 

I remember a classic remark a great many years ago 
by my friend Dr. Hayne, who was wondering whether 
the people who were making the laws and leading the 
industrial civilization that was then developing in this 
country were thoughtful of the problems of the people 
who lived at home and made the country and fed every 
one of those industries, who supported every one of 
them, and who furnished manpower for every one of 
them, because there are no breeding grounds around 
industry; there are none around urban civilization. All 
the new human material we are going to get, we are 
going to get from the same place we get all the rest 
of the livestock. We have to take care of our agricul- 
tural population, but while we are doing it, let us re- 
member to try to take care of the cities, a necessary 
evil. They are man-killers. We have to take care of 
industry, but do not let it take us over. If we do, 
we will be like France, we will be like every other in- 
dustrial nation. We will be dependent upon a group 
of people without stability, who have no place to stay. 
Let us preserve our rural population. 

I saw interest in industrial health developing in De- 
troit twenty years ago, but it might have just as well 
been in China, as far as we were concerned. 

Ninety per cent of the regular public health pro- 
gram, is preventing common diseases. They just have 
more in industry because they are closer together. We 
have to be eternally and everlastingly vigilant about 
doing the whole job and doing it better, and getting 
more county health departments, and, incidentally, build- 
ing more sanitary privies at farm homes. 


Dr. James A. Hayne, Columbia, S. C—We have a 
spectacle in the United States at the present time that 
makes us older men hang our heads in shame. I hap- 
pen to be old enough to have been in the Spanish- 
American War. When the president of the United States 
called for volunteers, and asked for two hundred thou- 
sand, he got four hundred thousand. I want you to 
contrast that with the present indifference and lack of 
patriotism of the United States of America. You not 
only have not enough volunteers, but you cannot make 
the people stay that are drafted. Our complacent phy- 
sicians have allowed about 50 per cent of able-bodied 
individuals to escape draft, first, because their teeth are 
not good enough to bite the enemy. Yet they are well 
nourished and they look pretty well when they come 











up before the draft board. They manage to walk the 
streets of our cities without any appreciable effort, and 
yet they are flat-footed and cannot do military duty. 
In addition to that, we have said that all these people 
who are going around with syphilis should be exempted 
from duty. What is the corollary? Go out and get 
syphilis if you do not want to fight! And believe me, 
in South Carolina they do not go out and get syphilis, 
but they go out and get gonorrhea so they cannot fight. 
We have had many jnstances of that. That is the 
colored population, and probably many of the whites 
that we do not check up as well as we do the colored. 

In the Spanish-American War I slept on the ground 
for thirteen dollars a month. I was a physician. They 
had no people getting around and getting up dances for 
me. They had no one giving me amusements of any 
sort. All the amusement I had was what I could get 
with my thirteen dollars. 


Dr. Townsend (closing)—I have been criticized by 
friends of mine, who should know better, that there 
seems to be a policy prevailing in the Division of In- 
dustrial Hygiene to set up individual health units to 
work in state health departments, in other words, a 
health unit within a unit. Nothing is further from the 
truth. These friends of mine have been misinformed 
or have not understood our policy. 

Our feeling is that there should be in state health de- 
partments a group, as a spearhead, consisting of a phy- 
sician, an engineer, and a chemist, especially trained in 
surveying certain hazardous occupations and in the 
analysis of gases and dusts, which the average chemist 
or engineer is not qualified to do. But-this unit, this 
spearhead which makes contact with labor and with 
management and with the local health departments will 
call upon the state health officer for assistance from 
every division within his office. In other words, the 
health department should be at the disposal of the in- 
dustrial hygienist to concentrate at a focus where that 
concentration is necessary. 





GENERAL PRACTITIONERS AND PEDIA- 
TRICIANS: RIVALS OR CO-WORKERS* 


By J. P. Price, M.D. 
Florence, South Carolina 


If there are any two groups in medicine which 
should work in the closest of harmony they are 
the general practitioners and the pediatricians. 
A large proportion of illness in children and in- 
fants in this country is handled by the family 
physicians, and general practitioners might well 
be called part-time pediatricians. On the other 
hand, pediatricians are in reality physicians who 
carry on a general practice up to a certain age 
level. Consequently, there is a definite over- 
lapping of the work carried on by these two 
groups and where there is overlapping there must 





*Read in Section on Pediatrics, Southern Medical Association. 
Thirty-Fifth Annual Meeting, St. Louis, Missouri, November 10-13, 
1941. 
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be mutual understanding and cooperation or else 
there will be friction. 

The medical training which most of us as 
pediatricians received, taught us how to deal with 
the patient but, unfortunately, it did not teach us 
how to deal with the general practitioner, and 
when we started out in practice we were forced 
to learn our lesson from conversations with older 
physicians, from observation, and from our own 
mistakes. And all too frequently it was a mis- 
take which taught us our first lesson. A per- 
sonal experience will illustrate what I mean. 

Soon after I opened an office for the practice 
of pediatrics, I was approached by a district 
health nurse who asked me to conduct a free 
well-baby clinic. She said that no such clinic 
had ever been held in the community and that 
there were many poor children who would be 
greatly benefited. Naturally, I was flattered. 
I was confident that my years in medical school 
and my general and special medical training in 
hospitais had equipped me to handle any type of 
pediatric problem which might arise. Consult- 
ing an older physician on the staff of the hos- 
pital with which I was connected and securing 
his blessing, I set to work. The clinic grew by 
leaps and bounds. The nurse accredited the 
growth to her tireless efforts while I was sure 
that it was due to my great ability as a spe- 
cialist in the diseases of children. 

Then came the awakening. The nurse, in her 
enthusiasm, had broadcast her invitation with- 
out due regard to the social and financial status 
of the patients and I, unwittingly, had been 
giving my services to those who should be paying 
for the advice they received. Is there any won- 
der that the number of children who attended 
increased each week? ‘The clinic was abandoned 
and my self-esteem received a partial set-back. 

The complete deflation, however, did not take 
place until some months later. A general prac- 
titioner, taking an interest in my welfare, called 
me to one side and told me just what my efforts 
had accomplished. When certain physicians in 
the community saw their good pay-patients go- 
ing to my clinic where they received care for 
nothing, they concluded I was a young upstart, 
attempting to build up my reputation and prac- 
tice at their expense, and they resolved that so 
far as they were concerned any pediatric help 
which they might need would be secured else- 
where. No parachutist ever hit the ground any 
harder than did my ego when this general prac- 
titioner had finished talking. I suddenly real- 
ized that no matter how great my scientific 
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ability might be, I could never be a success as 
a physician until I had learned more of the art 
of medical practice. I had undertaken the clinic 
with the idea of rendering aid to the under- 
privileged and had ended up by helping a group 
of citizens to evade the payment of legitimate 
bills for professional services. But more, I had 
antagonized certain physicians in the commu- 
nity in which I planned to live. Years have 
passed, and the physicians who planned to ostra- 
cize me are now my friends, but the lesson which 
I learned is one I will never forget. 

Why should there be any friction between the 
general practitioner and the pediatrician? All of 
us will agree there should not be and yet all of 
us know that at times friction does arise. But, 
why? This is a question which I have been 
trying to answer. I have discussed the problem 
with many of my good friends in general prac- 
tice and it formed the basis of a questionnaire 
which I recently sent to a selected group of gen- 
eral practitioners in different states. The in- 
formation secured in these conversations and 
the answers received from my letters form the 
basis of this discussion. 

Three specific questions were asked of these 
physicians. What do you expect of the pedia- 
trician when you call him in consultation or 
when you refer a patient to him? Have you 
been satisfied or disappointed in your work with 
pediatricians? What specific acts should the 
pediatrician guard against, acts which might tend 
to promote friction between him and the general 
practitioner? 

Before giving the answers to these questions, 
I wish to make this one point clear. I am con- 
vinced that, by and large, pediatricians and 
general practitioners are honest individuals who 
are trying to do the best they can and that the 
mistakes which are made are mistakes of judg- 
ment and not of purpose. 

Now to the questions and their answers. 


(1) What do you expect of the pediatrician 
when you call him in consultation or when you 
refer a patient to him? 


Here are some of the answers: 

“T expect the consultant to go over my patient thor- 
oughly, give me his frank and candid opinion, and the 
best of his judgment in how the case should be handled.” 

“T expect help and suggestions as to diagnosis and 
treatment, whether they agree with what has already 
been done or not.” 

“T expect assistance in arriving at a correct diagnosis 
or suggestions as to changing or improving the treat- 
ment.” 
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“Consultations should be constructive, enlightening and 
enjoyed.” 

“T expect a diagnosis, if possible, the type of treat- 
ment, and whenever possible, the return of the patient 
to me for a continuation of the treatment.” 

“When I refer a patient, above all I want a letter 
acknowledging the same, and if possible the diagnosis 
and an outline of treatment.” 

“T expect an honest opinion as a consultant and re- 
turn of my patient, not dissatisfied with my efforts (pro- 
vided, of course, that my efforts have been at least 
honest). I thoroughly enjoy consultation on my cases, 
although I do not feel a compulsion to agree with the 
opinions.” 

“Tf the pediatrician has my patient in the hospital, 
I want an occasional note from him telling me how my 
patient is doing. I do not like to wait until the child 
is back home running around the yard before I am 
able to tell the family the diagnosis.” 


Summarizing these answers and others which 
are not given but which follow the same general 
tone, it can be said that the general practitioner 
wants the following when he calls a pediatrician 
in consultation or refers him a case: 


(a) A letter acknowledging the arrival of the patient. 

(b) A thorough examination. 

(c) An honest opinion rendered to the family physi- 
cian as to the condition of the child. 

(d) An outline of treatment if the patient is sent 
home. 

(e) If the patient is in a hospital, keeping him there 
until he is out of danger, and an occasional note or tele- 
phone call to the family physician regarding his con- 
dition. 

(f) A return of the patient to the family physician 
with instructions as to further care. 

(g) A discussion of the case with the family carried 
out in such a way that the family will be satisfied and 
will still have confidence in the family physician. 


(2) Have you been satisfied or disappointed 
in your work with pediatricians? 


Let it be said to the credit of those in our 
specialty that the majority of general practi- 
tioners who answered this question appeared to 
be satisfied with the treatment which they have 
received at our hands. These quotations will 
summarize the answers received: 

“T have never, in any case, received anything but the 
most courteous consideration, either in the home or in 
the hospital.” 

“T have been satisfied with the good pediatricians.” 

“T have no criticism to make of our local pediatri- 
cians as they are ever ready to offer suggestions if con- 
sulted and are very nice in every way in seeing or in 
handling a case. I realize we are more fortunate than 
they are in some places where they have the ‘we know 
it all’ type.” 

“My past experience has been generally very pleasant.” 


(3) What specific acts should the pediatrician 
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guard against, acts which might tend to promote 
friction between him and the general practi- 
tioner? 


It is in the answer to this question that we 
find the real meat to our problem, for it is here 
that we begin to see ourselves as others see us. 
No matter how good our intentions may be, we 
are prone to say and do little things which are 
susceptible to misinterpretation and these are 
the things to be avoided. 

Sifting and analyzing the answers, I find five 
main potential sources of friction and these are 
discussed in order of importance, beginning with 
the least: 


(a) Assuming an air of superiority. 

I do not believe that the average pediatrician is a 
conceited or pompous individual, but evidently there is 
an occasional one of our number who gives this im- 
pression. One practitioner refers to the “know it all” 
type, and another, a physician in North Carolina who 
has been engaged in general practice for over thirty 
years, writes: 

“TI must say that I have always enjoyed my associa- 
tion with pediatricians. Only one time have I been 
made to feel that a pediatrician has not treated me just 
right. That happened when the pediatrician knew so 
much more than I did and talked in such a way that 
it became clear to the family that I knew so much less 
than did the specialist. This made me feel humiliated, 
but I never did mention it to anyone. It so happened 
that I never had this specialist in consultation any more.” 

For those of us who tend to be sold on our own im- 
portance, that last sentence alone should give us ample 
food for thought. 

(b) Doing things that are not essential. 

This point has been brought out by several in pri- 
vate conversations and a composite of what they said 
would be this: 

“When I send a patient to one of you pediatricians I 
want you to do everything that is necessary for the wel- 
fare of the child, but I do not appreciate the occasional 
pediatrician who insists upon carrying out unnecessary 
diagnostic or therapeutic procedures. There is one pedia- 
trician, for instance, to whom I have sent several patients 
and every patient was given a blood transfusion within 
forty-eight hours of admission to the hospital. I realize 
I do not know all there is to know about medicine, but 
I do know that all of these children did not need 
transfusions. 

“You say that this may seem uncalled for, but that 
it does no harm. I disagree with you. It does do harm. 
In the first place, it imposes an unnecessary financial 
burden on the family—and that frequently means the 
family can’t afford to pay both you and me, and I am 
left with the bag to hold. But even more important, 
it is making the practice of medicine far more com- 
plicated than it should be and is glorifying the technical 
side of medical practice. Slowly but gradually the pub- 
lic is beginning to wonder whether correct diagnosis and 
adequate treatment can_be secured outside of a laboratory 
or of a hospital. And this is not fair to the medical 
profession or to the public at large. 
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“So when I send you a patient, do everything that is 
necessary but leave off the frills.” 

(c) Failing to keep the family physician informed 
regarding the welfare of the patient. 

Many physicians mentioned this possible source of 
friction. A friend of mine, who lives in a small town, 
handling a tremendous country practice, dropped in my 
office one day and in the course of his visit gave me 
the following “pep-talk”, which will summarize what 
other practitioners have suggested. 

“One thing you specialists must watch out for is that 
of keeping the family physicians posted as to what is 
going on. 

“When I send you a patient for examination and 
diagnosis I want a letter or message from you very 
shortly. The day or the day after the child is brought 
back, the parents will drop by my office to talk things 
over. They want to know what the specialist said. 
Sometimes your letter has arrived and sometimes it 
has not, I wait a day or two and then I call you‘on 
the phone, at my expense. You tell me that your letter 
is in the mail, and I smile, because I have told the 
same type of story myself. Another day, and your 
report finally comes. 

“Or, I send you a patient to the hospital for treat- 
ment. The family lives two or three miles out in the 
country and each day some member will run in to 
town and come to my office for news about the sick 
child. You know, we general practitioners have to do 
many things for our patients, and one of them is to 
keep the entire family up to date regarding the condi- 
tion of the one who is sick. Again I look for your letter 
or phone message, and again you may or may not get 
in touch with me. At times, it becomes really em- 
barrassing. 

“You city specialists do not realize what we country 
doctors are up against and how much it means to us 
to keep in close touch with our patients. Three min- 
utes of dictation and a three-cent stamp will do much 
toward keeping us satisfied with what you are doing— 
so you specialists keep that in mind.” 

(d) Accepting the referred patient as a permanent 
gift. 

How long should a referred patient be kept 
by the pediatrician before he is sent back to the 
family physician? There is no dogmatic answer 
which can be given. On one extreme we find 
the practitioner who said: 


“When I send a baby to you I want you to take 
charge and handle things until the baby is big enough 
to talk and get around. I do not know much about 
babies and I do not enjoy treating them. So the 
pediatrician is welcome to them.” 

On the other hand is the physician who says: 

“All I ask of the pediatrician is a diagnosis and an 
outline of treatment. I can handle the rest of it for 
myself.” 

So far as I can determine, however, the majority 
of physicians want the patient kept under the care of 
the pediatrician until the immediate condition has been 
diagnosed or treated—and then referred back to the 
family physician. As one man expressed it: 
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“If we can carry out the treatment when the patient 
goes home, let us do it.” 

Failure to do this has provoked friction. Listen to 
what this general practitioner said: 

“Soon after I moved to my present location I started 
referring my little patients to a well known pediatrician 
in a neighboring city. I soon found that the pediatrician 
would write me very courteous letters, but that the pa- 
tients did not come back to my office. 

“One day I met the mother of one of these patients 
and asked her why she had not brought her little girl 
back to see me. 

“‘Don’t you remember,’ she said, ‘you sent me up 
pee ae He told me that if anything went 
wrong all I had to do was to call him on the phone and 
he would tell me what to do. And that is what I have 
been doing.’ 

“Do you blame me for not sending him any more 
patients? I wanted him to help me out, not to take 
over my practice.” 

Here is another comment, terse and to the point: 

“After the consultation, I rarely see the patient.” 


And another: 

“The trouble with some of you specialists is that once 
you get a patient you keep him until he has outgrown 
you.” 

And another: 

“When I send one of my patients to the pediatrician 
for hospital care I want him to keep that patient until 
he is out of danger and to send him back to me with 
instructions as to further treatment. I may not be much 
of a doctor, but I think I can tell when the patient needs 
to go back to the pediatrician, especially if he writes 
me a letter with a specific request.” 


Fortunately, the number of pediatricians who 
keep referred patients as permanent cases ap- 
pears to be small, but these few have done much 
to promote friction. 

(e) Criticizing the family physician. 

We have now reached the most important potential 
cause of friction. Listen to some of the comments re- 
ceived in answer to the questionnaire: 

“It would be well for the pediatrician to bear in mind 
when we refer patients that we are not specialists but 
are supposed to know a little about a dozen different 
specialties, so let us down easily to the family.” 

“Avoid any remark that the family may construe as 
reflecting on the treatment of the case by the family 
physician.” 

“Refrain from referring to little things which the 
family doctor should have done or not done.” 

“The pediatrician should guard against any reflection 
on the patient’s former physician. Things said go a 
long way and often hurt instead of helping.” 

“Avoid open criticism of treatment which might cause 
a strained relationship with the family. The ‘small’ con- 
sultant will often cause ill-feeling by leaving the im- 
pression that previous treatment has been all wrong.” 

“If previous treatment has been open to criticism tell 
the doctor but not the family unless the doctor has been 
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criminally negligent and is unfit to practice medicine 
anyway.” 

“To imply that previous treatment has been wrong 
does the patient no good and is cruel to the parents who 
will blame themselves for negligence.” 

From conversations and from these comments, I am 
convinced that few pediatricians will maliciously malign 
a general practitioner, but that some will inadvertently 
drop a remark which the family will construe as open 
criticism, and this starts the gossip ball to rolling. Here 
is an illustration of what can actually happen: 

A pediatrician was called in consultation by a family 
physician to see a child who was convalescing poorly 
from an attack of pneumonia. Blood examination 
showed that a leukopenia had resulted from the usage 
of sulfathiazole. The pediatrician told the family physi- 
cian his findings and then told the family. Everyone 
seemed satisfied. A transfusion was given and the 
child was soon back to normal health. 

Several months later a friend met the pediatrician and 
made this remark: “I saw the father of that child who 
had the pneumonia. He told me that if the family doctor 
had given one more dose of that medicine, the child 
would have died—and that they took the child to you 
just in time.” 

Should this remark get back to the family 
physician, how would he feel? And yet, whose 
fault was it that the patient’s family twisted 
facts around to the extent of implying that the 
family physician had been negligent? The pedia- 
trician had done his utmost to explain to the 
family how such a condition might arise in any 
patient taking large doses of sulfathiazole—and 
that it could have happened just as easily if the 
child had been in a hospital. And in spite of 
this, the story of the sickness grew until the 
pediatrician was the hero and the family phy- 
sician the victim of neighborhood gossip. If such 
an occurrence can happen, and it did happen, 
when the pediatrician is making every effort to 
cooperate with the general practitioner, how 
much more damage can be done if the pediatri- 
cian is not extremely careful of what he says or 
implies to the patient’s family. 

The family, and particularly the parents of 
a child who is sick, are not normal psycholog- 
ically and their usual capacity for logical reason- 
ing is impaired by the pervading atmosphere of 
abnormal emotionalism. The pediatrician must 
ever bear this in mind and choose his words 
with care if he is to protect the interests of 
the family physician and avert friction between 
himself and the general practitioner. On the 
other hand, any physician should accept heresay 
criticism of his work with more than the prover- 
bial grain of salt, for a simple case of roseola 
can change into a malignant smallpox over- 
night, if enough gossipers get hold of the story. 


As you may have noted, no mention has been 








made of the part which the general practitioner 
might play in the development of friction. This 
has been intentional. I feel that I am justified 
in suggesting to myself and to my fellow pedia- 
tricians little things which we might or might 
not do that will help us to make our associations 
with the family physicians more pleasant. But 
I am neither so wise nor so foolish as to at- 
tempt to do the same for the general prac- 
titioner. It is my hope, however, that a phy- 
sician in general practice will some day attempt 
to do for his colleagues what I have tried to 
do for mine, and show them the little things 
which they might do or not do which will make 
their contacts with the pediatricians more profit- 
able and enjoyable. 

General practitioners and pediatricians: rivals 
or co-workers? There can be but one answer 
to this question. They should be and must be 
co-workers in every sense of the word. The wel- 
fare of our patients, the welfare of the public at 
large, and the welfare of our own medical pro- 
fession demands it. And it is my hope that the 
discussion presented today may, in some small 
way, serve toward the attainment of this goal. 


In conclusion, I wish to read a paragraph 
which was written by a colleague and friend, 
after reading the first draft of this paper. He is 
a general practitioner, but he is not a family 
physician of the old school. He is a family 
physician of the new school, busy day and night 
and yet finding time somehow to attend medical 
meetings, to slip off for an occasional post- 
graduate course, and to keep abreast of what is 
new in the field of medical practice. 


“The relationship between pediatric specialist and 
family physician should not be a source of jealousy 
or of antagonism if it be predicated on the frank under- 
standing that the pediatrician has more to offer to a 
certain proportion of the sick in the age group con- 
cerned, not because the specialist is a superior scientific 
scholar, which he may or may not be, nor even be- 
cause of his specialized post-graduate training, but be- 
cause by virtue of his limited field and his member- 
ship in group organizations, he has the time and facili- 
ties to keep abreast of the daily advancements in the 
science and art of children’s diseases. The relationship 
should be based on the elementary assumption that 
the interests of the individual patient are paramount 
and supersede whatever the doctor involved, whether 
specialist or family physician, might consider his dignity 
or the concern of personal aggrandizement. Finally, 
it should assume that, at least under the present eco- 
nomic dispensation, a large proportion of the ills of the 
children in this country are cared for with reasonable 
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competence by the family doctor along with the rest 
of the family. The pediatrician can make his greatest 
contribution to his community in two ways: by giving 
his recognized special knowledge and skill wherever it 
can help, and by elevating the general standards of 
medical care in the realm of childhood through his asso- 
ciation with all medical practitioners.” 


DISCUSSION (Abstract) 


Dr. Borden S. Veeder, St. Louis, Mo—We have a 
great deal of difficulty at times, in the consulting rela- 
tionship, when one does run across a very sick child in 
which the diagnosis is wrong, or where the treatment 
is quite the opposite of the treatment which should have 
been given. 

I recall one very difficult time I had in seeing a 
child who had been under the care of a general practi- 
tioner for nephritis for about six weeks, an edematous 
child who had a nephrosis, in which the treatment 
should have been quite different. The child was ab- 
solutely starved. One had to turn around immediately 
and reverse the treatment in that case. 

I do not know how we are going to smooth this 
thing over with the parents because, after all, parents 
do feel, if the treatment is radically changed imme- 
diately, there is something wrong. Many of the dif- 
ficulties that arise are due not so much to the attitude 
of the general practitioner and the pediatrician as it is 
tied up within the abnormal psychological reaction 
the parents have when children are sick and that is a 
thing we all have to face. The general practitioner has 
to be broad enough to understand it, and so does the 
pediatrician. - 

While practice varies in different communities, I 
think most of the men in the larger cities will agree 
with me that it is only a very small part of their work 
today that comes from the general practitioner as a 
pediatric consultant. Most of the work of the pedia- 
trician is purely general practice. He takes the child 
from the time of birth and cares for that child up 
into the adolescent period, and he acts purely as the 
general practitioner and the family consultant in those 
matters. 

As a matter of fact, it seems to me that the general 
practitioner as a rule, particularly the younger man, is 
keen enough not to pick the pediatrician as his con- 
sultant. If he has a child with an allergy, he sends that 
child to the allergist, not to the pediatrician. If he 
discovers sugar in the urine of the child, he will send 
that child to someone who is a specialist in diabetes 
rather than to the man who is a specialist in the child. 

Certainly, any rivalry there might be between pedia- 
tricians and general practitioners will be more in the 
nature of a rivalry which might exist between two 
general practitioners in the same community, or be- 
tween two pediatricians, rather than between two men 
in different fields of work. 


Dr. Hall Farmer, Macon, Ga—In most instances 
physicians are fair and do not mean to criticize other 
physicians. 
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SOUTHERN MEDICAL ASSOCIATION 
Thirty-Sixth Annual Meeting 
Richmond, Virginia, November 10-12, 1942 





THE RICHMOND MEETING 
November 10, 11, 12 


During World War I, twenty-five years ago, 
the Southern Medical Association held a pa- 
triotic meeting in Memphis. This was one of 
the well-attended early meetings of the Asso- 
ciation. 

This year in Richmond again the problems 
of war as well as peace will be discussed. A 
large number of section programs have already 
been completed. Among subjects seen in the 
lists, to be presented by men now serving in 
the armed forces, are a number upon food and 
the digestive tract of the soldier. The Section 
on Gastroenterology will have a symposium 
upon military medicine. In Richmond, papers 
will be presented upon peptic ulcer in the army, 
military gastro-enterology, both its medical and 
surgical aspects, functional digestive diseases in 
an army general hospital, food and the war 
effort, facial fractures in the naval service, pene- 
trating wounds and gunshot wounds, obstetrics 
and the war, acoustic trauma in industry and 
war, anesthetics in a military hospital, and public 
health near a large defense plant. It is probable 
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that not a section program will be untouched by 
the pressing requirements of military medicine. 

There will be ample time for the civilian ail- 
ments, which still beset the army too. A new 
section has been added, that on general prac- 
tice, which to some extent, takes the place of 
the general clinical sessions formerly conducted 
by out-of-territory speakers. The program in 
full will be published in the November issue of 
the JOURNAL. 

Social entertainment will necessarily be some- 
what curtailed in Richmond. Since gas is ra- 
tioned in Virginia, no drives wili be planned. 
Social functions as well as scientific meetings 
will be held as much as possible in places ac- 
cessible on foot. 

Nearly a thousand hotel reservations have 
been made. Tuesday, the opening day, will be 
Richmond Day, occupied with excellently 
planned local clinics. The profession of Rich- 
mond is a distinguished one and has outlined 
a most interesting schedule for this day. The 
last meeting in Richmond, nine years ago, was a 
memorable one, and this year’s has a greater 
responsibility. Sections have found it necessary 
to cover ground rapidly, to present the neces- 
sary material in two days instead of three. 
The essayists chosen assure the able presenta- 
tion of new work. 

Pullman and hotel reservations should be 
made at the earliest possible date since the 
meeting, now close at hand, bids fair to be a 
large one. Richmond is ready for the arrival 
of the Association. 





A SIMPLE TEST FOR ESTROGENIC 
ACTIVITY 


Many patients are treated for hypo-ovarian 
function, that is, with follicular hormone, when 
no hypo-ovarianism has been demonstrated. This 
is because the preparations are very readily 
available for clinical use and the functional 
tests of ovarian activity are complicated and 
time-consuming. A clinical appraisal, often 
merely the age of the patient or a few indefi- 
nite complaints, is taken as evidence of the 
need of specific therapy. Quantitative tests for 
estrogen in the blood are troublesome, require 
the use of laboratory animals and much manipu- 
lation, and are rarely done in clinical practice. 
Endometrial biopsies likewise are enlightening 
but are complicated to perform. Papanicolaou 








and Shorr? a few years ago described a method 
of staining vaginal smears to diagnose preg- 
nancy and the several other phases of the ova- 
rian cycle of animals and humans. This also 
presents difficulties of execution and has not 
been widely employed. 

A very simple vaginal smear test for follicular 
activity has recently been described by Harold 
Mack, of Detroit, which depends upon the 
presence of an abundance of glycogen in the 
vaginal cells of individuals with functioning 
ovaries. The vaginal smear is obtained with 
an ordinary cotton swab, which is then rolled 
on a glass slide to deposit a thin layer of cells. 
This is stained by placing it for a short time 
over a shallow dish containing iodine. The fumes 
or vapor which arise from the iodine stain the 
glycogen of the cells dark brown. In the ab- 
sence of glycogen, the cells take a light yellow 
stain only. It is a very simple procedure. In 
young women with actively functioning ovaries, 

glycogen is shown by the abundant general dark 

brown color of the cells. Infants show few cells 
or cells which stain yellow. In women after 
the menopause scarcity of cells from mucosal 
atrophy or pale staining cells are shown. 

If women after the menopause are given estro- 
gens, either by mouth or by injection, glycogen 
again fills the cells. The activity of a given 
preparation of follicular hormone may thus be 
determined by staining the vaginal smear with 
iodine. The typical menopausal smear will fill 
with glycogen, then revert to glycopenia after 
cessation of estrogen therapy. Mack considers 
the vaginal glycogen content a sensitive index 
of estrogenic activity in women. From his work 
several estrogens appeared to be highly active 
when given orally, and their effects were ob- 
served in the vagina as rapidly after oral as 
after parenteral treatment.’ 


One would have to conclude that for the time 
being there is no very good reason for giving 
estrogens to women with abundant glycogen in 
the vaginal smear. If this hypothesis were ac- 


1. Papanicolaou, George N.: The Sexual Cycle in the Human 
Female as Revealed by Vaginal Smears. Am. Jour. Anat. (Supp.), 
52:519, 1933. 

Papanicolaou. G. N.; and Shorr, E.: The Action of Ovarian 
Follicular Hormone in the Menopause. 2s Indicated by Vaginal 
Smears. Am. Jour. Obst. and Gyn., 31:806, 1936, 

2. Mack, Harold C.: A New and Rapid Method of Staining 
Vaginal Smears Based upon a Specific Color Reaction for Glyco- 
gen. Harper Hosp. Bull., 1:54 (Jan.) 1942. 

3. Mack, Harold C.; and Ale, Thompson: Appraisal of Estro- 
genic Activity by the Vaginal Glycogen Index: A Comparison 
of Oral and Parenteral Estrone. Jour. Clinical Endocrinology, 
2:361 (June) 1942. 
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cepted, and smears tested for glycogen before 
treatment, it might greatly reduce the unneces- 
sary clinical use of the follicular hormone. 





BLOOD FATS 


The blood cholesterol level is sometimes used 
in estimations of thyroid activity. Cholesterol 
is believed to rise and fall with variations in the 
activity of the thyroid, hence to some extent 
with the basal metabolic rate and the blood 
iodine level. 

Thyroid development itself is believed to de- 
pend largely upon adequate intake of iodine. 
However, shortage of other nutritional elements 
also can result in abnormal thyroid structure. 

Pantothenic acid is one of the chemicals 
separated from the vitamin B complex. More 
specifically, it is called the chick antidermatitis 
factor. The rat has a different antidermatitis 
factor. Pantothenic acid is one of the several 
B vitamins suggested as possibly concerned in 
human baldness. 

According to Scudi and Hamlin,’ of Merck 
Institute, puppies maintained on pantothenic 
acid deficient diets showed a fall in blood choles- 
terol and other blood lipoids. They developed 
extremely fatty livers. Young animals were 
much more sensitive to the deficiency than 
adults. Not many positive observations have 
been made upon blood chemical changes in 
vitamin deficiency, and this demonstration of 
a consistent change in the lipoid level, brought 
about by a particular accessory food factor, is 
of considerable interest. The lowered blood 
lipoids should presumably affect the tissues con- 
cerned in lipoid metabolism. 

The endocrine glands control the circulating 
quantity of many substances. The blood sugar 
may be raised or lowered by proper use of in- 
sulin; blood calcium by parathormone, and 
sodiym and potassium by adrenal cortical se- 
cretion. Presumably reverse reactions occur; 
changes in the blood sugar alter pancreatic 
structure, and so on. A _ lowered blood fat 
content might affect thyroid structure, if this 
organ largely controls any part of the lipoid 
level. Doubtless other glands are concerned. 

The diseases of adults which result from defi- 
cient diets in childhood are not yet established. 
The subclinical deficiencies must make some of 


1. Scudi, John V.; and Hamlin, M.: The Effect of Panto- 
thenic Acid Deficiency on the Blood Lipoids of the Dog. Jour. 
Nutrition, 24:273 (Sept.) 1942. 
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the developmental differences of adults, and 
where one encounters a young person with one 
of the degenerative diseases of old age, as cancer 
or hypertension, one should inquire carefully 
into the dietary history, in the hope of shedding 
some light upon these obscure factors. The 
endocrines control circulating quantities of many 
elements and complex molecules. Probably the 
available quantities of the same substances in 
the growth period, by a reciprocal action, con- 
trol endocrine secretion and function. 

One might expect the slowly developing de- 
ficiency diseases to be slow to cure. However, 
the twenty-four-hour response of late stages of 
human pellagra, which may have been years 
a-brewing, to nicotinic acid, is remarkable. Per- 
haps equally dramatic results are to be obtained 
with others of the vitamins as specific diseases 
caused by the deficiencies are identified. There 
may be a pellagra for each element of the B 
complex. Animal studies, as in the past, will 
provide leads for clinical investigation. 





A CORRECTION 


In the paper, “Gas Gangrene: Experimental Observa- 
tions on the Use of Sulfonamide Derivatives and Zinc 
Peroxide in Its Treatment and Prevention,” by Drs. 
Guy A. Caldwell and Frank J. Cox, of New Orleans, 
in the September JourRNAL, page 789, the following ac- 
knowledgment was omitted: “Aided by a grant from 
the Schwartz Research Fund.” 





TWENTY-FIVE YEARS AGO 
FroM JOURNALS oF 1917 


The Patriotic Meeting in Memphisi1—The Atlanta 
meeting of the Southern Medical Association last year, 
with an attendance of 1,500 members, or more than 
2,000 if the physicians’ wives, the exhibitors and visitors 
are included, marked the high level for medical gather- 
ings in the South. When Memphis, after an interesting 
contest with Chattanooga, Asheville, Baltimore and 
several other cities, won the 1917 meeting, it was pre- 
dicted that she would make the effort to eclipse her 
rival, Atlanta, in handling the largest convention of 
Southern doctors that has ever been assembled. . . . 
Patriotism and war medicine and surgery will be the 
central themes for the November meeting. 


Drafting Medical Students.2—Instead of acting upon 
expert opinion, General Crowder announces his belief 
that “medical students should continue their studies 
to the best advantage in the field under the Medical 
Corps of the United States Army.” . . . If the experience 

1. Editorial. Sou. Med. Jour., 10:767 (Sept.) 1917. 

2. Editorial. Drafting Medical Students. Ibid., p. 770 (Sept.). 
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of the College of Physicians and Surgeons in New York 
applies throughout the country, 20 per cent of the stu- 
dents in the medical schools will be taken from their 
work and drafted into Army service. ... in some dis- 
tricts in England there is only one physician to every 
5,000 or 6,000 inhabitants. . . . The medical colleges of 
the country are as truly training camps for medical 
officers of the Army as those at Fort Oglethorpe, Fort 
Benjamin Harrison, or elsewhere. 


Medical Students and the Army.3—Provost-Marshal 
General Crowder has ruled that medical students may 
enlist as soldiers in the Reserve Corps of the Army; 
and that after having been examined and accepted, 
they may be discharged to study medicine, subject to 
being called into service. If the medical student should 
leave college, except for physical disability, or if he 
fails to graduate, or advance from one class to another, 
he may be called into service at any time; and if the 
interne gives up his work in a hospital, either volun- 
tarily or because he fails to do his duty, he may be 
drafted as a private in the Army. . . . This plan 
actually makes soldiers of medical students. 


Health Officer, Birmingham4—Dr. J. D. Dowling, 
Birmingham, has been elected City and County Health 
Officer to fill the vacancy caused by the resignation 
of Dr. Harrington. 





3. Enlisting Medical Students and Hospital Internes.  Ibid., 
p. 827 (Oct.). 
4. Ibid., p. 775 (Sept.). 





Richmond—Where We Meet 


A HISTORICAL SKETCH OF MEDICINE 
IN RICHMOND* 


As might be suspected by those familiar with Vir- 
ginia history, William Byrd II, that remarkable gen- 
tleman who was involved in practically everything 
that happened in the Colony during the early part of 
the Eighteenth Century, including the founding of 
Richmond, also embraced a knowledge of medicine 
among his vast catalogue of accomplishments. 

Although the practice of medicine had been going 
on in Virginia, after a fashion, for nearly a century 
before Byrd reached his majority, he had little patience 
with the doctors of the period. His feelings were ex- 
pressed in a letter he wrote to Sir Hans Sloane in 1806: 

“The country where fortune has cast my lot is a 
large field for natural inquiries, and ‘tis much to be 
lamented that we have not some people of skill and 
curiosity among us. . . . Here be some men indeed 
that are call’d Doctors: but they are generally discarded 
Surgeons of Ships that know nothing above very com- 
mon Remedys. They are not acquainted enough with 
plants or the other parts of Natural History to do any 
Service to the World.” 

Byrd’s library of 3,000 volumes, by far the most 





*Prepared for the Journal by the Public Relations Department, 
Richmond Chamber of Commerce. 


























Home of the Richmond Academy of Medicine 


extensive in Virginia, contained 200 medical books, 
which qualified him, at least academically, far above 
the average practitioner. He had knowledge of and 
remedies for everything from snake bite to toothache, 
and was one of the earliest colonial disciples of the 
cold bath as a preventive of the common cold. In this 
connection it was his contention that ... “as agues 
come by taking cold I set my Country men an example 
that will gueard ’em from that inconvenience, if they’ll 
have the grace to follow it. I have all the last winter 
gone once or twice a week into the river, without being 
discourag’d by frost or snow, and find so much benefit 
by that management that I design all ways to continue 
it throughout the year. This hardens me and makes 
me proofe against all sudden turns of weather that 
give colds to other people. . . .” 

We find, however, that although his knowledge of 
native herbs and remedies was extensive in addition to 
the learning gleaned from his many medical volumes, 
Byrd believed that discretion was the better part of 
pallors caused by illness to his own person. After 
making extravagant claims for certain Virginia remedies 
in a letter to Sir Hans Sloane in 1709, he ended with: 

“I am glad you are in health, I wish you may 
continue and advise you to what I practice my self 
never to take Physick when I am well, & not to make 
use of any Medicine but such as are very well tryed 
when I am ill... .” 

Probably the first medical prescription of any con- 
sequence for the citizens of Richmond came from 
Byrd soon after the community’s beginnings when an 
epidemic of dysentery struck the village. Very sensibly 
he advised Indian Physic, chicken broth, poached eggs 
and boiled milk, a treatment, which, in its basic ele- 
ments, still holds good today. 

Richmond was incorporated as a town in 1742, but 
its growth was relatively slow until 1779, when the 
capital was moved to the city at the falls of the James. 
Transfer of the capital brought culture of a sort to 
the rough frontier town and professional classes began 
moving in. New buildings went up, and by 1792, the 
new capitol building, designed by Thomas Jefferson, 
patterned after the Maison Carree’ at Nimes, was com- 
plete. In 1800 the population was 5,735. 


In 1796, the French writer, Rochefoucauld, mentioned 
having met two Richmond physicians during a visit, 
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Dr. McClurg, a native of Scotland, and Dr. Foushee, 
Dr. Foushee was:a native Virginian, born in 1749, and 
educated at Edinburgh. He began practicing in Norfolk 
and moved to Richmond about 1780. He served as a 
physician and surgeon during the Revolution, and from 
1786 to 1790 examined large numbers of pension ap- 
plicants. His signed statements describing their physical 
condition are preserved among pension papers in the 
State Library. He also had the distinction of serving 
as Richmond’s first Mayor, in 1782, and was still one 
of the city’s most respected citizens when he died 
in 1824. 

Dr. James McClurg, who also occupied the Mayor’s 
chair in 1797, was a man of wealth as well as civic and 
professional prominence. He was appointed the first 
professor of anatomy and medicine at William and 
Mary College, in 1779. This was the second professor- 
ship of this type established in the United States, the 
first being in Philadelphia. While still at William and 
Mary he joined the Revolutionary Army as _physi- 
cian, after writing to his friend, Thomas Jefferson, 
that “in this time of general activity I do not like 
to be an idle spectator; & I know not any post which 
would suit me so well.” He moved to Richmond in 
1783, and after his first election as mayor in 1797, 
served again in 1800 and 1803. He had reached the 
venerable age of 77 when he died in 1823 as the 
result of injuries suffered when the horses of his car- 
riage ran away. 

Other well-known physicians of the period in Rich- 
mond were Dr. James Drew McCaw, a nephew of Dr. 
McClurg, and Dr. James Currie. 

Private medical instruction had been underway in 
Virginia and Richmond from earliest times, but the 
first attempt at a medical school occurred in 1835, when 
the Richmond Medical School was established with 
instruction in anatomy, physiology, surgery, thera- 
peutics, hygiene, midwifery, pharmacy and chemistry. 
Several other private ventures in medical instruction 
were also begun about this time, but the school which 
was destined to grow into the Medical College of 
Virginia, one of the South’s finest medical schools, 
started modestly as the medical department of Hamp- 
den-Sydney College in 1838. 

The school opened its doors in the old Union Hotel 
on East Main Street, and it was hoped that the new 
institution would attract many students who were 
leaving Virginia every year for study in northern medi- 
cal schools. 

Soon there was agitation for better quarters and 
an entirely new building on Shockoe Hill was built 
on land donated by the city, and with funds loaned by 
the Legislature from its literary fund. Still standing 
today, the Egyptian Building, which was the first of- 
ficial home of the Medical College, is now surrounded 
by the new modern building of the institution. 

The Medical College became established as a separate 
entity in 1854, when a disagreement arose concerning 
who had the right to appoint new members to the 
faculty, the Board of Hampden-Sydney, or the medical 
faculty itself. The Legislature settled it by granting 
the medical faculty a separate charter, and the school 
officially became the Medical College of Virginia. 

The road of the new school was a hard one for 
awhile because a large part of the profession in the 
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state was aligned against it. In spite 
of interference the college continued to 
grow, and during the War Between the 
States the student body trebled. The 
Legislature came to the rescue again 
with an appropriation of $30,000, for a 
hospital adjoining the college, which be- 
came the only medical school in the 
South which did not close its doors dur- 
ing the war. 

In 1893, after surviving the dark days 
of Reconstruction, the Medical College 
was faced with a new problem in the 
establishment of the University College 
of Medicine in Richmond, in direct teach- 
ing competition. Competition proved 
valuable, however, by providing a stimu- 
lus to better medical teaching in both 
schools. The intense rivalry of the two 
institutions created bitter factions in 
medical circles, but it put nearly every 
physician to studying and teaching medi- 
cine, and accomplished what the old 
school had been unable to do, stemmed 
the tide of Virginia students seeking a 
medical education in northern institutions. 

In a city the size of Richmond, how- 
ever, the support of two separate medical 














schools became increasingly difficult and 
by 1913 boards of the two institutions 
were ready to forget their differences and 
unite in one school. The consolidated 
institution retained the name of the Medical College of 
Virginia, and continued to expand as a state school. 

The recent era of the Medical College culminated 
in 1940 with the opening of the magnificent new $2,- 
500,000 general hospital, a 20-story structure, towering 
high above other buildings of the college. Built as 
the most modern structure of its kind in the South, 
the skyscraper hospital is completely air-conditioned, 
and is equipped with the finest medical accoutrements 
to be found. 

The Richmond Academy of Medicine, host to the 
1942 Southern Medical Association, was formed in 1866 
as the outgrowth of the Medical Society of Virginia. 
Later, interest in the Academy waned and an oppo- 
sition group, the Richmond Medical and Surgical So- 
ciety, was formed in 1880 as a protest.. As was the 
case with the University College of Medicine and the 
Medical College of Virginia, a merger was finally ef- 
fected, occurring in 1890, uniting both groups under 
the name of the Richmond Academy of Medicine and 
Surgery. The first president of the new consolidation 
was Dr. W. W. Parker. 

The Academy of Medicine continued to grow and 
prosper and by 1920 there were more than 250 members. 
In 1926 a campaign for funds to erect a permanent 
home for the Academy was begun, and the present 
building, in close proximity to the Medical College of 
Virginia, was completed in 1932. Need of a place to 
house the valuable medical library of Dr. Joseph Lyons 
Miller was the crystallizing factor in beginning the 
drive for a home for the Academy. At the present time 
the Academy meets twice monthly and has a member- 
ship of more than 350. 





Medical College of Virginia and Hospital with home for white nurses in 
right foreground 


OFFICERS OF RICHMOND ACADEMY OF 
MEDICINE, HOST SOCIETY 


President—Dr. Beverley R. Tucker. 
President-Elect—Dr. Arthur S. Brinkley. 

First Vice-President—Dr. Emmett H, Terrell. 
Second Vice-President—Dr. A. E, Turman. 
Recording Secretary—Dr. John P. Lynch. 

Secretary and Treasurer—Mrs. H. V. Godbold, Jr. 
Sergeant-at-Arms—Dr. B. W. Rawles, Jr. 
Chairman, Board of Trustees—Dr. William B. Porter. 


COMMITTEES ON ARRANGEMENTS, RICHMOND 


General Chairman—Dr. Wyndham B, Blanton. 


Honorary Vice-General Chairmen—Dr. Stuart McGuire, Dr. J. 
Shelton Horsley, Dr. Chas. A. Blanton, Dr. Chas. R. Robins, 
Dr. James K. Hall, Dr. Douglas VanderHoof, Dr. W. Lowndes 
Peple and Dr. I. C. Riggin. 


Executive Committee—Dr. Beverley R, Tucker, Dr. Fred M. 
Hodges, Dr. Thomas W. Murrell, Dr. William T. Sanger 
and Dr. Wyndham B. Blanton. 


Finance—Dr. William H. Higgins, Chairman; Dr. Arthur S. 
Brinkley, Dr. Oscar B. Darden, Dr. R. Finley Gayle, Jr. 
and Dr. Thos. S. Meade, 


Clinical Sessions Program—Dr. I. A. Bigger, Chairman; Dr. 
Austin I. Dodson, Dr. B. H. Gray, Dr. A. L. Herring, Dr. 
J. P. Lynch and Dr. D. D. Talley, Jr, 


Entertainment—Dr. T. Dewey Davis, Chairman; Dr. Thomas 


Beath, Dr. O. L. Hite, Dr. Rex Blankenship and Dr. J. 
Asa Shield. 


Membership—Dr. T. Neill Barnett, Chairman; Dr. J. B. Stone, 
Dr, R. W. Fowlkes, Dr. M. Pierce Rucker and Dr. Clifton 
M. Miller. 

Hotels—Dr. Fred P. Fletcher, Chairman; Dr. T. E. Hughes, 
Dr. Clifford Beach, Dr. R. D, Butterworth and Dr. T. F. Gill. 


Meeting Places—Dr. Lee E. Sutton, Jr., Chairman; Dr. B. B. 








Jones, Dr. W. P. Barnes, Dr. W. D. Suggs and Dr. D. G. 
Chapman. 


Radio—Dr. Harvey B. Haeg, Chairman; Dr. Guy W. Horsley, 
Dr. Sidney S, Negus, Dr. Nathan Bloom and Dr. D. S. Daniel. 


Publicity—Dr. Charles L. Outland, Chairman; Dr. Sidney S. 
Negus, Dr. Reuben Simms and Dr. L. Ben Sheppard. 


Alumni Reunions—Dr. James H. Smith, Chairman; Dr. Lewis 
E. Jarrett, Dr. Carrington Williams, Dr. S, A. Anderson, Jr., 
Dr. W. D. Suggs, Dr. Lee E. Sutton, Jr. and Dr. H. Wallace 
Blanton. 


Fraternity Luncheons—Dr. Austin I. Dodson, Dr. W. K. Dix, 
Dr. T. B. Washington, Dr. L. O. Snead and Dr. L. T. 
Stoneburner, Jr. 


Scientific Exhibits—Dr. W. Ambrose McGee, Chairman; Dr. 
D. B. Cole, Dr. H. J. Warthen, Jr. and Dr. J. C. Forbes. 


Hobbies—Dr. Warren T. Vaughan, Chairman; Dr. J. O. Fitz- 
gerald, Jr. and Dr. M. Grove-Hagen. 


Golf—Dr. Paul W. Howle, Chairman; Dr. W. R. Jordan and 
Dr. R. V. Terrell. 


Trap Shooting—Dr. Stuart N. Micheux, Chairman; Dr, B. R. 
Wellford and Dr. Chas. R. Robins, Jr. 


Women Physicians—Dr. Emi‘ly Gardner, Chairman; Dr. Regena 
Beck and Dr. Pauline Williams. 


Ladies’ Entertainment—Mrs. James K. Hall, Chairman; Mrs. 
Thomas W. Murrell, Mrs. Wyndham B. Blanton, Mrs. Lee 
E. Sutton, Jr., Mrs. Austin I. Dodson, Mrs. J. Asa Shield, 
Mrs. Douglas G. Chapman, Mrs. James T. Tucker, Mrs. John 
Powell Williams and Mrs. Percy E. Schools. 





Book Reviews 





A Handbook of Allergy for Students and Practitioners. 
By Wyndham B. Blanton, M.A., M.D., Litt.D., 
Professor of Clinical Medicine and Chief of Immu- 
nology Clinic, Out Patient Department, Medical Col- 
lege of Virginia, Richmond, Virginia. 190 pages, 
illustrated. Springfield, Dlinois: Charles C. Thomas, 
Publisher. Cloth $3.00. 


The author of this very interesting handbook who is 
a distinguished teacher and clinician of Richmond, Vir- 
ginia, has presented an excellent short textbook. He 
has condensed and clarified a subject which has be- 
come so complex as to terrify many who make the 
first attempt to study it. 

The first part of the book discusses the fundamentals 
of allergy. Then follows the listing of the various 
allergens, their modes of action and methods of diag- 
nosis, and finally treatment is considered under the 
headings of the various subdivisions of allergy, asthma, 
hay fever and so on. The appendix contains a number 
of allergy diets. 

The book is clear cut, well written, and contains 
little of a controversial nature. It can be recommended 
to all practitioners of medicine who wish to keep 
abreast of the times. 





Synopsis of Pathology. By W. A. D. Anderson, M.A., 
M.D., Assistant Professor of Pathology, St. Louis 
University School of Medicine; Pathologist, St. Mary’s 
Group of Hospitals. 661 pages, illustrated. St. 


Louis: The C. V. Mosby Company, 1942. Cloth $6.00. 
Dr. Anderson has attempted to retain facts and re- 
move fancy in a fairly comprehensive outline of pathol- 
ogy. It is in some respects more abreast of current 
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literature than larger textbooks. It is an excellent 
outline, illustrated with over three hundred excellent 
photographs and seventeen tables. This is a simply 
written and very readable volume. It should have 
value, not only for medical students and physicians, 
but also as a textbook in schools of dentistry, nursing 
and medical technology. 





The Eye Manifestations of Internal Diseases. By I. §, 
Tassman, M.D., Associate Professor of Ophthalmol- 
ogy, Graduate School of Medicine, University of 
Pennsylvania. 542 pages, illustrated. St. Louis: 
The C. V. Mosby Co., 1942. Cloth $9.50. 


This book is a wonderful addition to ophthalmologic 
literature. It is arranged in an orderly manner inessen- 
tially two divisions. The student beginner and those 
inexperienced in ophthalmology find first a description 
of the normal structure of the eye, a general description 
of the causes of eye manifestations followed by structural 
abnormalities and manifestations. The methods of ex- 
amination and the use of instruments to recognize and 
observe these changes are also explained. 

The second division of the book is devoted to the 
description of eye manifestations in different diseases, 
There are separate chapters on congenital and _ heredi- 
tary manifestations; infections and infectious diseases, 
which include tuberculosis, syphilis, virus infections, 
funzus infections, parasitic infections and focal infec- 
tions; drug and chemical intoxications; diseases of the 
blood; disorders of pregnancy and menstruation; dis- 
eases of the endocrine glands and metabolism; avita- 
minosis and diseases of nutrition; diseases of the nerv- 
ous system; intracranial tumors; diseases of the skin 
and diseases of the bones and skull. 

Nineteen full color plates enhance the value of this 
book, which was designed principally for the ophthalmol- 
ogist, but should be of great interest to all physicians. 





Standard Nomenclature of Disease and Standard 
Nomenclature of Operations. Edited by Edwin P. 
Jordan, M.D. 1022 pages. Chicago: American 


Medical Association, 1942. 


Hospital standardization and the requirements that 
followed the improvements of recent decades have made 
necessary a uniform nomenclature of diagnosis. The 
same is true of operations. This small volume, in 
revised form, gives the necessary data. It is a useful, 
handy thumb index book of pocket size and flexible 
binding. 





How to Live in the Tropics. By Virginia Lloyd Hunt. 
178 pages. New York: Harcourt, Brace and Com- 
pany, 1942. Cloth $2.00. 

For the layman living in the Tropics, good general 
and detailed advice is presented upon planning the 
trip, furnishing or building a dwelling, sanitation of 
foods, water and the home. 

Sections are devoted to emergency treatment, though 
it is stressed that a physician should be obtained as 
soon as possible for any illness. There is a chapter 
on communicable diseases, and a course in practical 
nursing. 
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Chemistry and Physiology of the Vitamins. By H. R. 
Rosenberg, Sc.D., 674 pages. New York: Inter- 
science Publishers, Inc., 1942. 

The monograph, Chemistry and Physiology of the 
Vitamins, by Rosenberg, an excellent and timely addi- 
tion to the ever-increasing vitamin literature, is in- 
tended primarily for the advanced student. It is a 
thorough review of the literature on vitamins through 
February, 1942, including references on the chemistry 
and physiology of all the known vitamins and vitamin- 
like substances. 

The subject matter is presented in orderly fashion. 
The following subtopics are used in organizing the 
material for each vitamin or vitamin-group: nomen- 
dature, including the various terms used in the early 
literature; chronology; occurrence; isolation proce- 
dures; chemical and physical properties; chemical con- 
stitution, proof of structure, and methods of synthesis; 
industrial processes of preparation; biogenesis; physio- 
logically active derivatives; chemical and _ biological 
methods of determination; standards and units with 
their values in terms of milligrams; physiologic action 
on plants and micro-organisms; its role in animal physi- 
ology; avitaminosis and hypovitaminosis with clinical 
test methods; hypervitaminosis; and lastly the re- 
quirements of animals and human beings. 

A section is devoted to clinical methods where data 
are available, but the monograph will be of special, 
practical importance only to those physicians who have 
special interest in biochemistry or physiology. The 
author has not attempted to cover vitamin therapy, 
but some of the underlying principles about which 
there is much confusion and misinformation are touched 
upon. The subject matter is well indexed and sup- 
plemented with author and patent indices. 


This monograph should prove to be an extraordi- 
narily useful reference book for biochemists and physi- 
ologists, 


Intestinal Obstructions: .A Physiological and Clinical 
Consideration with Emphasis on Therapy; Including 
Description of Operative Procedures. By Owen H. 
Wangensteen, B.A., M.D., Ph.D.. Professor of Sur- 
gery of the University of Minnesota and Surgeon-in- 
Chief of the University of Minnesota Hospital. Sec- 
ond Edition. 484 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1942. Cloth 
$7.00. e 
It is doubtful that the surgeon is ever confronted 

with a subject of greater interest or more serious por- 

tent than intestinal obstruction. 

This second edition is much larger than the first, 
which contained 360 pages with 90 illustrations. The 
new volume contains 484 pages and 143 illustrations. 
An extensive bibliography is appended to each chapter, 
which provides reference upon all controversial sub- 
jects. The work is divided into four parts, the first 
of which has its main emphasis upon medical and 
operative therapy. 

Of special interest are chapters in which are discussed 
the character and source of the distention; the mani- 
festations of distention on the bowel wall; the systemic 
effects of distention, and the question of toxemia in 
relation to bowel obstruction. 


The second part deals chiefly with diagnosis, especially 
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the location of the obstruction, and, as nearly as pos- 
sible, the identification of its type. Stress is laid on 
the importance of careful history taking and of a 
thorough physical examination; also on the diagnostic 
help to be gained from laboratory procedures, includ- 
ing roentgenography. The author devotes much space 
to the differential diagnosis between simple and strangu- 
lating obstructions. 

The range of part three is broad. It includes the 
principles of treatment of abdominal injuries, including 
blunt trauma, penetrations, perforations of viscera, 
hemorrhage, and inflammatory conditions. Here also 
are discussed sodium chloride balance, hydration and 
water supply, blood and plasma transfusions, and oxy- 
gen inhalation. The chapter on decompression is very 
valuable. in that it presents very clearly the short- 
comings of suction and its contraindications. It gives 
warning ‘0 those who may rely too long on decom- 
pressive measures that are not bringing relief. Part 
three also takes up the technic of operations for the 
relief of obstruction, and gives details for postoperative 
treatment. 

The final section discusses special obstructions. 

Under this head are included congenital atresias, 
tumors, intraluminary obstructions, volvulus, intus- 
susception, obstructions due to adhesions and bands, 
hernias, paralytic and dynamic ileus, thrombosis and 
embolism. 

Familiarity with subjects covered in this volume is 
of invaluable help to the surgeon who may be faced 
with the problem of dealing with an obstruction at 
any time. It is also a valuable work of reference. 


The Sulfonamide Compounds in the Treatment of In- 
fections. By Maurice A. Schnitker, M.D., formerly 
Assistant in Medicine, Harvard Medical School and 
Resident Physician, Peter Bent Brigham Hospital, 
Boston, Mass.; Attending Physician Toledo Hospital. 
Edited by Henry A. Christian, A.M., M.D., LL.D., 
ScD. (Hon.), F. A. C. P., Hon. F. R. C. P. (Can.), 
Hersey Professor of the Theory and Practice of 
Physic, Emeritus, Harvard University, Boston, Mass. 
195 pages. New York: Oxford University Press. 
Cloth $2.00. 

This review is timely, impressively complete, and 
very readable. 

Every physician who attempts chemotherapy should 
understand its contents. The foreword by the editor 
is well worth reading. 


Directory of Medical Specialists. Certified by American 
Boards, 1942. 2495 pages. New York: Columbia 
University Press, 1942. Cloth $7.00. 

This book is a God-send to anyone who refers cases 
to out-of-town physicians, as it lists all the diplomates 
of the fifteen American boards, giving them alpha- 
betically and geographically. A history of each board 
and its requirements add further to its usefulness. This 
volume is, next to the medical dictionary, the most 
consulted book in the reviewer’s office. 
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OFFICERS 


The following is a complete roster of the officers of 
the Southern Medical Association and of associations 
meeting conjointly: 


President—Dr. M. Pinson Neal, Columbia, Missouri. 

President-Elect—Dr. Harvey F. Garrison, Jackson, Mississippi. 

Vice-President—Dr. Joseph C. Peden, St. Louis, Missouri. 

Secretary-Manager (Secretary, Treasurer and General Manager)— 
Mr. C. P. Loranz, Birmingham, Alabama. 


Editor of Jcurnal—Dr. M. Y. Dabney, Birmingham, Alabama. 


Associate Editor of Journal—Mrs. Eugenia B. Dabney, Birming- 
ham, Alabama. 


Councilors—Dr. R. J. Wilkinson, Chairman, Huntington, West 
Virginia; Dr. E. W. Rucker, Jr., Birmingham, Alabama; Dr. 
S. J. Wolferman, Fort Smith, Arkansas; Dr. Oscar B. Hunter, 
Washington, D. C.; Dr. Walter C. Jones, Miami, Florida; Dr. 
Marion C. Pruitt, Atlanta, Georgia; Dr. E. L. Henderson, 
Louisville, Kentucky; Dr. Lucien A. LeDoux, New Orleans, 
Louisiana; Dr. W. Raymond McKenzie, Baltimore, Maryland; 
Dr. William H. Anderson, Booneville, Mississippi; Dr. Neil 
S. Moore, St. Louis, Missouri; Dr. William M. Coppridge, 
Durham, North Carolina; Dr. George R. Osborn, Tulsa, Okla- 
homa; Dr. J. Warren White, Greenville, South Carolina; 
Dr. Horton Casparis, Nashville, Tennessee; Dr. Curtice Rosser, 
Dallas, Texas; Dr. Thomas W. Murrell, Richmond, Virginia. 
Executive Committee: Dr. Henderson, Chairman; Dr. LeDoux 
and Dr. Hunter. 


Board of Trustees (All are Past-Presidents)—Dr. Fred M. Hodges, 
Chairman, Richmond, Virginia; Dr. Frank K. Boland, Atlanta, 
Georgia; Dr. J. W. Jervey, Greenville, South Carolina; Dr. 
Walter E. Vest, Huntington, West Virginia; Dr, Arthur T. 
McCormack, Louisville, Kentucky; Dr. Paul H. Ringer, Ashe- 
ville, North Carolina. 


Section on General Practice—Dr. W. J. Lackey, Chairman, Falls- 
ton, North Carolina; Dr. W. L. Pressly, Vice-Chairman, Due 
West, South Carolina; Dr. B. A. Hopkins, Secretary, Stuart, 
Virginia. 

Section on Medicine—Dr. Moise D. Levy, Chairman, Houston, 
Texas; Dr. Drew W. Luten, Vice-Chairman, St. Louis, Missouri; 
Dr. William H. Kelley, Secretary, Charleston, South Carolina. 


Section on Gastroenterology—Dr. Donovan C. Browne, Chairman, 
New Orleans, Louisiana; Dr, Porter P. Vinson, Vice-Chairman, 
Richmond, Virginia; Dr. Julian M. Ruffin, Secretary, Durham, 
North Carolina, 


Section on Neurology and Psychiatry—Dr. Guy, F. Witt, Chair- 
man, Dallas, Texas; Dr. Theodore A. Watters, Vice-Chairman, 
New Orleans, Louisiana; Dr. Cobb Pilcher, Secretary, Nash- 
ville, Tennessee. 


Section on Pediatrics—Dr. George M. Lyon, Chairman, Hunting- 
ton, West Virginia; Dr. J. B. Stone, Vice-Chairman, Richmond, 
—— Dr. William Weston, Jr., Secretary, Columbia, South 

arolina. 


Section on Pathology—Dr. W. R. Mathews, Chairman, Shreveport, 
Louisiana; Dr. R. H. Rigdon, Vice-Chairman, Memphis, Ten- 
nessee; Dr. Robert A. Moore, Secretary, St. Louis, Missouri. 


Section on Radiology—Dr. Charles H. Peterson, Chairman, 
Roanoke, Virginia; Dr. Lawther J. Whitehead, Vice-Chairman, 
Richmond, Virginia; Dr. Karl F. Kesmodel, Secretary, Bir- 
mingham, Alabama. 


Section on Dermatology and Syphilology—Dr. M. T. Van Studdi- 
ford, Chairman, New Orleans, Louisiana; Dr. Garold V. 
Stryker, Vice-Chairman, St. Louis, Missouri; Dr. J. Lamar 
Callaway, Secretary, Durham, North Carolina. 

Section on Allergy—Dr. C. Malone Stroud, Chairman, St. Louis, 
Missouri; Dr. Clarence K. Weil, Vice-Chairman, Montgomery, 
Alabama; Dr. L. O. Dutton, Secretary, El Paso, Texas. 

Section on Physical Therapy—Dr. F. H. Ewerhardt, Chairman, St. 
Louis, Missouri; Dr, Euclid M. Smith, Vice-Chairman, Hot 
Springs National Park, Arkansas; Dr. Ben L. Boynton, Sec- 
retary, Norfolk, Virginia. 

Section on Surgery—Dr. R. L. Sanders, Chairman, Memphis, Ten- 
nessee; Dr. Fred W. Bailey, Vice-Chairman, St. Louis, Missouri; 
Dr. J. A. Crisler, Jr., Secretary, Memphis, Tennessee. 

Section on Bone and Joint Surgery—Dr. Guy W. Leadbetter, 
Chairman, Washington, D. C.; Dr. John D. Sherrill, Vice- 
Chairman, Birmingham, Alabama; Dr. Winthrop M. Phelps, 
Secretary. Baltimore, Maryland. 
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Section on Gynecology—Dr. W. O. Johnson, Chairman, Louis- 
ville, Kentucky; Dr. Willard M. Allen, Vice-Chairman, St, 
Louis, Missouri; Dr. John T, Sanders, Secretary, New Orleans, 
Louisiana. 


Section on Obstetrics—Dr. Robert E. Seibels, Chairman, Columbia, 
South Carolina; Dr. R: A. White, Vice-Chairman, Asheville, 
North Carolina; Dr. Howard P. Hewitt, Secretary, Chattanooga, 
Tennessee. 


Section on Urology—Dr. J. Ullman Reaves, Chairman, Mobile, 
Alabama; Dr. Helmuth H. Kramolowsky, Vice- Chairman, St. 
Louis, Missouri; Dr. Austin I. Dodson, Secretary, Richmond, 
Virginia. 

Section on Proctology—Dr. Raymond L. Murdoch, Chairman, 
Oklahoma City, Oklahoma; Dr, William J. Martin, Jr., Vice. 
Chairman, Louisville, Kentucky; Dr. W. K. McIntyre, Sec- 
retary, St. Louis, Missouri. 


Section on Railway Surgery—Dr. Duncan Eve, Chairman, Nash- 
ville, Tennessee; Dr. Ross A. Woolsey,* Vice-Chairman and 
Secretary, St. Louis, Missouri. 


Section on Ophthalmology and Otolaryngology—Dr. L. Chester 
McHenry, Chairman, Oklahoma City, Oklahoma; Dr. John 
H. Burleson, Chairman-Elect, San Antonio, Texas: Dr. W. 
Raymond McKenzie, Vice-Chairman, Baltimore, Maryland; Dr. 
J. W. Jervey, Jr., Secretary, Greenville, South Carolina. 


Section on Anesthesia—Dr. Russell F. Bonham, Chairman, 
Houston, Texas; Dr. Merrill C. Beck, Vice-Chairman, New 
Orleans, Louisiana; Dr. John Adriani, Secretary, New Orleans, 
Louisiana. 


Section on Medical Education and Hospital Training—Dr. Lee E. 
Sutton, Jr., Chairman, Richmond, Virginia; Dr. Charles H. 
Neilson, Vice-Chairman, St. Louis, Missouri; Dr. John W. 
Spies, Secretary, Galveston, Texas. 


Section on Public Health—Dr. 1. C. Riggin, Chairman, Richmond, 
Virginia; Dr. R. E. Fox, Vice-Chairman, Raleigh, North Caro- 
lina; Dr. Hugh R. Leavell, Secretary, Louisville, Kentucky. 


American Public Health Association, Southern Branch (meeting 
conjointly with Southern Medical Association)—Dr. P. E. 
Blackerby, President, Louisville, Kentucky; Dr. Douglas L. 
Cannon, First Vice-President, Montgomery, Alabama; Mrs. 
Ruth George, Second Vice-President, Columbia, South Carolina; 
Mr. L. M. Clarkson, Third Vice-President, Atlanta, Georgia; 
Dr. R. H. Hutcheson, Secretary-Treasurer, Nashville, Ten- 
nessee. 


National Malaria Society “a conjointly with Southern 
Medical Association)—Dr. L. O. Howard, Honorary President, 
Washington, D. C.; Mr. John H. O'Neill, President, New 
Orleans, Louisiana; Col. J. S. Simmons, President-Elect, Wash- 
ington, D. C.; Dr. H. W. Brown, Vice-President, Chapel Hill, 
North Carolina; Dr. Mark F. Boyd, Secretary-Treasurer, Talla- 
hassee, Florida. 


American Society of Tropical Medicine (meeting conjointly with 
Southern Medical Association)—Dr. Ernest Carroll Faust, Presi- 
dent, New Orleans, Louisiana; Dr. N. Paul Hudson, President- 
Elect, Columbus, Ohio; Dr. Joseph S. D’Antoni, Vice-Presi- 
dent and Secretary-Treasurer, New Orleans, Louisiana; Col. 
Charles F. Craig, Editor, San Antonio, Texas. American Acad 
emy of Tropical Medicine (meeting conjointly with American 
Society of Tropical Medicine)—Dr. Herbert C. Clark, Presi- 
dent, Panama, R. de P.; Dr. L. W. Hackett, Vice-President, 
Buenos Aires, Argentina; Dr. Ernest Carroll Faust, Secretary, 
New Orleans, Louisiana; Dr. Thomas T. Mackie, Treasurer, New 
York, New York. 


American Academy of Pediatrics, Region 2 (meeting conjointly 
with Southern Medical Association)—Dr, Hugh Leslie Moore, 
Chairman. Dallas, Texas; Dr. Warren W. Quillian, Vice- 
Chairman, Coral Gables, Florida. 


Women Physicians of the Southern Medical Association—Dr. Grace 
Scholz Mountjoy, Chairman, St. Louis, Missouri. 


Woman’s Auxiliary to the Southern Medical Association—Mrs. J. 
Ullman Reaves, President, Mobile, Alabama; Mrs. Richard H. 
Clark, President-Elect, Hattiesburg, Mississippi; Mrs. John 
Pierpont Helmick, First Vice-President, Fairmont, West Vir- 
ginia; Mrs. Martin J, Glaser, Second Vice-President, St. Louis, 
Missouri; Mrs. L. S. Thompson, Recording Secretary, Dallas, 
Texas; Mis. L. W. Roe, Corresponding Secretary, Mobile, Ala- 
bama; Mrs. Olin S. Cofer, Treasurer, Atlanta, Georgia; Mrs. 
Joseph E. Wier, Historian, Louisville, Kentucky; Mrs. W. W. 
Potter, Parliamentarian, Concord, Tennessee. 





* Deceased. 
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Book Reviews 
Continued from page 955 





Plastic Surgery of the Breast and Abdominal Wall. 
By Max Thorek, M.D., LL.D., F.LCS., F.1C.A., 
K.L.H. (France). Professor of Surgery, Cook Coun- 
ty Graduate School of Medicine. With an Intro- 
duction by Rudolph Nissen, M.D., F.I.C.S., For- 
merly Associate Professor of Surgery of the Univer- 
sity of Berlin, and Professor and Head of the De- 
partment of Surgery of the Medical University of 
Istanbul, Turkey. With a Foreword by J. Eastman 
Sheehan, M.D., F.A.C.S., Professor of Plastic Repara- 
tive Surgery, New York Polyclinic. 446 pages, illus- 
trated. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1942. Cloth $16.50. 

This is a review of the literature on the subject 
plus the author’s extensive studies of the pathologic 
entities and the best means of treating them surgically. 

Says J. Eastman Sheehan in his foreword to the 
volume: “To tacitly condemn a woman to make 
the best of breasts that may weigh as much as thirty 
pounds each, and that in an even lesser condition of 
abnormality may alter her posture, impair her attrac- 
tiveness, disturb her contentment with life, limit her 
economic opportunity and tend generally to destroy 
her happiness, is an obvious evasion of professional 
responsibility.” And that, of course, is but one of 
the conditions discussed. 

There are excellent sections dealing with the historic 
and anthropologic aspects of the breasts, and a full 
discussion of plastic surgery of obese and pendulous 
abdomens. 

The book is printed on glazed paper and the illus- 
trations are numerous and excellent. 


From Witchcraft to Chemotherapy. By Sir Walter 
Langdon-Brown, Emeritus Professor of Physic and 
Fellow of Corpus Christi College in the University 
of Cambridge. 60 pages. Cambridge: At The Uni- 
versity Press, and New York: The Macmillan Com- 
pany. Price 60c. 

This Linacre Lecture tells of medicine’s indebtedness 
to witchcraft, fairies, folklore and the herbal remedies. 
Then are traced the steps in the elevation of thera- 
peutics to the chemotherapeusis of today. An interest- 
ing dissertation. 


The Clarks: An American Phenomenon. By William D. 
Mangam. With an Introduction by Edward Alsworth 
Ross, Professor of Sociology, University of Wisconsin. 
257 pages, illustrated. New York: Silver Bow Press, 
1941. Cloth $2.50. 

The facts about William Andrew Clark and his chil- 
dren are detailed in this volume, whether they are 
damaging or good. A chapter is devoted to each of 
the children of this mining king. The final chapter 
gives some critical comments concerning each. To the 
physician it is merely reading, unless he is deeply in- 
terested in psychology or heredity. 
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ALABAMA 


Dr. Douglas L. Cannon, Montgomery, Assistant State Health 
Officer and Director of the State Health Department’s Bureau 
of County Health work, has returned from Edgewood Arsenal, 
Edgewood, Maryland, where he took a course of study on the 
medical aspects of chemical warfare arranged by Dr. George 
Baehr, Chief Medical Officer of the Office of Civilian Defense, 
in conjunction with army authorities. Dr. Cannon, representing 
Alabama, will conduct an educational program in the medical 
aspects of chemical warfare among practicing physicians of the 
State who may be interested in the subject. 

Dr. M. Y. Dabney, Dr. Clifford L. Lamar and Dr. Lee F. 
Turlington, all of Birmingham, and Dr. T. Brannon Hubbard, 
Montgomery, are Alabama’s representatives on the National 
Medical Council on Birth Control formed by the Planned Parent- 
hood Federation of America. 

Dr. W. J. Donald, Associate in County Health Work in the 
State Health Department, has been placed in charge of the 
new West Alabama district health office at Tuscaloosa. The 
district health office serves eighteen counties: Lamar, Fayette, 
Pickens, Tuscaloosa, Sumter, Greene, Hale, Bibb, Perry, Dallas, 
Marengo, Choctaw, Clarke, Monroe, Wilcox and Washington. 

The Southwestern Division of the Medical Association of the 
State of Alabama, which met recently in York, was addressed by 
Dr. E. P, Hogan, Dr. A. L. Glaze and Dr. Gilbert Douglas, all of 
Birmingham. A round table discussion on gynecologic procedures 
was engaged in by Dr. Douglas, Dr, R. C. Hill, York, and 
Dr. S. O. Moseley, Selma. 

Dr. L. O. Davenport, Birmingham, was reelected Governor for 
Alabama of the American College of Chest Physicians at its 
recent annual meeting. 

Dr. Ralph L. Best, Newport, and Miss Rachel Ward Browne, 
Tuscaloosa, were married recently, 

Dr. Hiliary H. Henderson, Jr., Greenville, and Miss Margaret 
Drennen Bissell, Birmingham, were married recently, 


DEATHS 


Dr. Joe Bancroft, Birmingham, aged 39, a member of the 
Army Medical Corps at Camp Rucker, died in September of 
a heart attack. 

Dr. Robert R. Cornell, Birmingham, aged 73, died recently 
of chronic nephritis and uremia. 


ARKANSAS 


Dr. A. C. Curtis, State Sanatorium, has been appointed Di- 
rector, Division of Tuberculosis Control, Arkansas State Board 
of Health. 

Dr. E. J. Horner has been elected Surgeon of the Jonesboro 
Post of the American Legion. 

Dr. B. J. Reaves, eLittle Rock, has passed his examinations 
as a Diplomate of the American Board of Obstetrics and Gyne- 
cology. 

Dr. W. H. Bruce, Pine Bluff, has been elected 
of the Jefferson County Medical Society. 

Dr. W. J. Hunt has been elected Surgeon of the Warren Post 
of the American Legion. 

Dr. E. Baker has been elected Surgeon of the Dermott Post 
of the American Legion. 

Dr. Belle Dale Poole, El Dorado, has been appointed Medical 
Consultant, Crippled Children’s Division, Department of Public 
Welfare, Little Rock. 

Dr. L, M. Lile has been elected Surgeon of the Hope Post 
of the American Legion. 

Dr. A. D. Cathey has been elected Surgeon of the El Dorado 
Post of the American Legion. 

Dr. Doris Baldridge, Conway, has been appointed Faulkner 
County Health Director. 

Dr. Fred W. Harris and Dr. Randolph T. Smith, Little Rock, 
recently attended a course on chemical warfare agents at the 
University of Cincinnati School of Medicine, Cincinnati, Ohio. 

Dr. J. B. Wharton, El Dorado, has been called to active duty 
as Lieutenant, Naval Medical Corps Reserve, and assigned to 
Naval Hospital, Corpus Christi, Texas. 

Dr. Hugh Brooke, Lieutenant Colonel, Medical Corps, U. S. 
Army, formerly of Conway, is now stationed at the 5th Base 
Hospital, Camp Young, California. 
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Dr. W. R. Parsons, Little Rock, has been called to active 
duty as Captain, Medical Corps, U. S. Army, and assigned 
to the Station Surgeon’s Office, Fort Sam Houston, Texas. 

Dr. Ellis P. Cope, Little Rock, has been called to duty as 
Captain, Medical Corps, U. S. Army, and assigned to Hensley 
Field, Texas. 

Dr. John S. Agar, Little Rock, has been called to duty as 
Lieutenant, Medical Corps, U. S. Navy, and assigned to Naval 
Hospital, Corpus Christi, Texas. 

Dr, S. S. Kirkland, Marshall, Captain, formerly stationed at 
Fort Leonard Wood, Missouri, has been transferred to the 34th 
Evacuation Hospital, Camp Barkeley, Texas. 

Dr. Driver Rowland, Hot Springs National Park, has been 
called to active duty as Captain, Medical Corps, U. S. Army, 
and assigned to Turner Field, Albany, Georgia. 

Dr. A. W. Thompson, Bentonville, has been called to active 
duty as Lieutenant, Medical Corps, U. S. Army, and assigned 
to Camp Bowie, Texas. 

Dr. John E, Greutter, Little Rock, has been called to active 
duty as Lieutenant, Medical Corps, U. S. Army, and assigned 
to Camp Robinson. 

Dr. J. M. Nisbett, Little Rock, has been called to active 
duty as Captain, Medical Corps, U. S. Army, and assigned to 
Cantonment Hospital, Fort Sill, Oklahoma. 

Dr. Ralph E. Weddington, Batesville, has been called to active 
duty as Captain, Medical Corps, U. S. Army, and assigned to 
La Garde General Hospital, New Orleans, Louisiana. 

Dr. J. B. Holder, Monticello, has been called to service as 
Lieutenant, Medical Corps, U. S. Army, and assigned to La 
Garde General Hospital, New Orleans, Louisiana. 

Dr. C. A. Churchill, Batesville, has been called to active 
duty as Captain, Medical Corps, U. S. Army, and assigned 
to Base Hospital, Bowman Field, Louisville, Kentucky. 

Dr. S. M. Graves has moved from Mount Levi to Clarksville. 

Dr. W. M. Woods, Huntington, Lieutenant, Medical Corps, 
U. S. Army, is now in service overseas. 

Dr. John M. Samuel, Little Rock, has been promoted to 
Major, Medical Corps, U. S. Army. 

Dr. S. A. Thompson, Camden, has been appointed Chairman 
of the United China Relief Campaign in Ouachita County. 

Dr. C. H. Dickerson, Conway, has been taking postgraduate 
work at Cook County Hospital, Chicago, Illinois, 

Dr. B. Z. Binns, formerly of Monticello, has graduated in a 
course in aviation medicine for aviation i examiners. 

Dr. O. B. Barger, Lieutenant, formerly of Mountain Home, 
and Miss Lorean Anderson, Elm Springs, were married August 7. 


DEATHS 


Dr. Jeff T. Holcombe, Mineral Springs, aged 77, died August 5. 

Dr. John M. Stewart, Van Buren, aged 57, died August 17. 

Dr. Clyde Vernon Powell, Forrest City, aged 54, was killed 
August 13 in an automobile accident. 


DISTRICT OF COLUMBIA 


George Washington University School of Medicine, Washington, 
is establishing first aid courses for 150 freshmen and sophomore 
students, the course to be presented through the Department 
of Surgery, and lectures given by certified Red Cross first aid 
instructors. Among the instructors are Dr. John B. Marbury, 
Dr. Julius S. Neviaser, Dr. William Ross Morris, Dr. Donald 
H. Stubbs and Dr. Alec Horwitz. 

Jacobi Society at its annual business meeting elected Dr. Leon 
S. Gordon, President; Dr. Herbert Abramson, Vice-President; 
Dr. Sander Lachman, Secretary; and Dr. Joel N. Novick, Treas- 
urer, all of Washington. 

Medical Society of the District of Columbia is planning to 
replace some of the regular evening meetings during the year 
with luncheon sessions, as it is believed that practitioners will 
enjoy them more after carrying on the many activities the 
Present emergency demands as well as their practices. 

Dr. Milton B, Clayton, formerly of Statesville, North Carolina, 
has been appointed Chief Surgeon of the Southern Railway Com- 
pany and of the lines included in the Southern Railway System, 
except the Cincinnati, New Orleans, and Texas Pacific. He 
assumed duties September 1, with headquarters in Washington. 

Dr. George C. Dunham, Lieutenant Colonel, U. S. Army, 
Washington, is Director of the entire health und sanitation 
program which was recommended at the conference of American 
foreign ministers early this year in Rio de Janeiro and which 
is now being carried out in Latin America. Dr. Albert R. 
Dreisbach, Lieutenant Colonel, U. S. Army, Washington, has 
been assigned as Assistant to Dr. Dunham. 

Dr. J. Winthrop Peabody, Washington, was inducted into the 
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presidency of the American College of Chest Physicians during 
its recent annual meeting. 

Dr. Raymond F. Metcalfe, Colonel, Medical Corps, U, §, 
Army, until recently on duty at the San Francisco Port of 
Embarkation, has been ordered to duty in Washington. 


DEATHS 
Dr. Robert Starke Carey, Washington, aged 65, died recently. 


FLORIDA 


Dr. Henry L. Tippins, Miami, spent the month of July at 
Columbia University, New York Post Graduate Medical School, 
New York City, taking special work in pediatrics. 

Dr. M. A. Collier, Wauchula, has been taking special work 
in gynecology at the Mayo Clinic, Rochester, Minnesota. 

Dr. W. T. Simpson, Winter Haven, visited a number of 
clinics in New York City during July. 

Dr. C. H. Wilson, Bartow, recently took a short postgraduate 
course in general practice at Johns Hopkins Hospital, Baltimore, 
Maryland. 

Dr. Amelia B. Sheftall has moved her offices from Gainesville 
to 1818 Hendricks Avenue, Jacksonville, practice limited to 
pediatrics. 


DeEaTHS 


Dr. C. D. Barnes, Lakeland, aged 76, died recently of hyper- 
tensive cardiovascular disease. 
Dr. Robert L. Cline, Lakeland, aged 70, died recently. 


GEORGIA 


Dr. John W. Simmons, Brunswick, is Chairman of the com- 
mittee on Industrial Health of the Medical Association of Georgia, 
which was organized in Atlanta in May, and Dr. Lester M, 
Petrie, Albany, is Secretary. The program of the Committee 
seeks to tie in with the state association’s plan to improve 
nutrition among citizens of the state and to fight vitamin 
deficiencies among the lower income groups in industry. 

Dr. Clair A. Henderson, Savannah, has resigned as Assistant 
City-County Health Officer of Savannah and Chatham County, 
and is now Commissioner of Health of Augusta and Richmond 
County. Dr, Henderson succeeds Dr. Thomas B. Phinizy, 
Augusta, who recently resigned. 

Dr. W. H. Lewis, Rome, has announced that the Floyd 
= Hospital and Medical Center has been opened to the 
public. 

Dr. J. A. Redfearn, Albany, President of the Medical Asso- 
ciation of Georgia, has been elected Governor for Georgia of the 
American College of Chest Physicians for a term of three years. 

Dr. Louis Holtz, formerly of Atlanta and East Point, has 
opened offices in the People’s Bank Building, Carrollton. 

Dr. M. L. Malloy, Vienna, has joined the staff of the R. J. 
Taylor Memorial Hospital at Hawkinsville. 

Dr. Chas, S. Ward announces his association with Dr. Dan C. 
Elkin and -Dr. J. D. Martin, Jr., Atlanta. 

Dr. Hal M. Davison, Dr. James C. Thoroughman and Dr. 
Harold Bowcock, Atlanta, announce their association, practice 
limited to internal medicine and allergy. 

Dr. Z. V. Johnston, Calhoun, has been appointed local Sur- 
geon for the N. C. and St. L. Railway at Calhoun, 

Dr. Howard Hilt Hammett, Jr., Atlanta, and Miss Katherine 
West Johnson were married recently. 


DEATHS 


Dr. Claude Bernard Hicks, Atlanta, aged 57, died recently. 

Dr. Doze B. Kitchens, Mitchell, aged 88, died recently. 

Dr. Lucius Lamar, Dawson, aged 71, died recently. 

Dr. Tanner Lowry, Cartersville, aged 62, died recently. 

Dr. William E. Oliver, Cairo, aged 61, died recently of heart 
disease. 


KENTUCKY 


Dr. Charles B. Crittenden, Louisville, has resigned as Director 
of the Division of Maternal and Child Welfare of the State 
Health Department on account of ill health and is succeeded 
by Dr. Alice D. Chenoweth, formerly of Rosemont, Pennsylvania. 

Dr. Robert Hendon, Louisville, announces the removal of his 
office to 404 Brown Building, practice limited to internal medi- 
cine and endocrinology. 


Continued on page 36 
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FREE—< helpful booklet 


on posture for your 


patzents bas 








ie help disseminate this impor- 
tant educational information, the 
Samuel Higby Camp Institute for 
Better Posture has prepared, in col- 
laboration with eminent authori- 
ties, “Blue Prints for Body Balance” 
—a 16-page ethical booklet espe- 


cially designed for physicians to give their patients. Non-commercial, 
interesting and non-technical . .. it is easy to read and understand. 

We believe that it will not only inspire more men and women to 
better posture habits—but that it will also encourage those suffering 
from poor body mechanics to seek professional medical advice and 


counsel. 


You may obtain as many free copies as you wish—simply by 
writing the Samuel Higby Camp Institute for Better Posture, Empire 
State Building, New York City. Or, if more convenient, use the 


coupon below. 


Samuel Higby Camp Institute 
for Better Posture 


Book measures 3% by 6% 
inches . . . is attractively 
printed in blue... and pro- 
Susely illustrated with skeletal 


diagrams. 


FOUNDED BY 


JACKSON, MICHIGAN 


S. H. CAMP AND COMPANY 








Empire State Building, New York City 





THE SAMUEL HIGBY CAMP INSTITUTE FOR BETTER POSTURE 


Forward to me without charge ...... copies of “Blue Prints for Body Balance.” 
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Dr. George S. Mahon, London, First Lieutenant, Medical 
Corps, U. S. Army, is now stationed at Pine Bluff Arsenal, Pine 
Bluff, Ar 4 

Dr. Branham B. Baughman, Frankfort, and Miss Matilda 
Hoge were married recently. 

Dr. Wilbert W. Buckhold, Blackey, Captain, Medical Corps, 
U. S. Army; is believed to have been captured on Corregidor. 


DEaTHS 


Dr. Estill Nelson Burke, Catlettsburg, aged 43, died recently. 

Dr. George Wilbur Duvall, Shelbyville, aged 61, died recently. 

Dr. Willis Wilson Hobson, Harrod’s Creek, aged 83, died 
recently. 

Dr. Morton W. Haws, Fulton, aged 39, died recently. 

Dr. James Carroll Nash, Harlan, aged 60, died recently of 
hypertensive cardiovascular disease. 

Dr. D. J. Thompson, Webbville, aged 68, died recently. 

Dr. Fred Carl Weber, Newport, aged 64, died recently of 
cerebral hemorrhage. 


LOUISIANA 


New Orleans Gynecological and Obstetrical Society at a recent 
meeting elected Dr. J. W. Reddoch, President; Dr. Earl Conway 
Smith, First Vice-President; Dr. Eugene H. Countiss, Second 
Vice-President; Dr. Edwin L. Zander, Secretary; Dr. H. B. 
Alsobrook, Treasurer; and Dr. Lucien A. LeDoux, a member of 
the Board. ¢ 

Dr. Charles A. Bahn has been elected Deputy Governor of 
the Toastmasters’ Club of New Orleans. 

Dr. Clarence H. Webb, Shreveport, recently took office as 
District Governor of Rotary International, having been elected 
at the recent convention in Toronto, Canada. 

Dr. George E. Burch, Department of Medicine, Tulane Uni- 
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versity of Louisiana School of Medicine, New Orleans, at the 
invitation of the Government of Panama, recently conducted g 
postgraduate course in internal medicine and cardiovascular dis. 
eases to the physicians of Panama at the Santo Tomas Hospital, 
Panama City. 

Dr. Louis A. Monte, New Orleans, has been reelected Goy. 
ernor for Louisiana of the American College of Chest Physicians, 

Dr. C. M. Horton, Franklin, has recently been appointed to 
the Louisiana State Board of Medical Examiners to succeed 
the late Dr. R. W. O’Donnell, Monroe. 

Dr. J. A. Tucker, Baton Rouge, has been appointed Physician 
and Surgeon to the Louisiana School for the Deaf. 

Assistant Surgeons Jack W. Hannah, Robert W. Rasor, Jack 
A. End and Lloyd B. Flint have been ordered to the U. §, 
Marine Hospital, Mobile, for duty. Assistant Surgeon David 
S, Ruhe has been ordered from New Orleans to the U. §, 
Marine Hospital at Savannah, Georgia. 


DEaTHS 
Dr. W. McG. McBride, Hodge, aged 43, died recently, 


MARYLAND 


Dr. John A. C. Colston, since 1934 Associate Professor of 
Urology at Johns Hopkins University School of Medicine, Balti- 
more, succeeds Dr. Hugh H. Young as Professor of Urology 
at Johns Hopkins and as Director of the Brady Urological 
Institute of Johns Hopkins Hospital. Dr. Young recently 
retired with the title Professor Emeritus of Urology. 

Dr. Nels A. Nelson, Baltimore, Director of the Division of 
Genitoinfectious Diseases of the Massachusetts Department of 
Health, has been appointed Deputy State Health Officer of 
Maryland. 

Dr. Caleb W. G. Rohrer, Baltimore, Chief of the Pasteur 
Division of the State Department of Health, was recently pre- 
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Announcing— 


DR. JAMES E. PAULLIN, President-Elect, American Med- 
ical Association, Atlanta, Georgia; 

DR. ISAAC A. BIGGER, Surgery, Medical College of 
Virginia; 

DR. GEORGE M. CURTIS, Surgery, Ohio State Univer- 
sity Medical School; 

DR. F. H. EWERHARDT, Physical Therapy, Washington 
University School of Medicine; 


DR. FREDERICK H. FALLS, Obstetrics, University of 
Illinois College of Medicine; 


DR. CHARLES C. HIGGINS, Urology, Cleveland Clinic; 
DR. SARA M. JORDAN, Internal Medicine, Lahey Clinic; 


DR. JOHN ALBERT KEY, Orthopedics, Washington Uni- 
versity School of Medicine; 


DR. BYRL R. KIRKLIN, Roentgenology, Mayo Founda. 
tion, University of Minnesota; 


General Assemblies 
Post Graduate Courses 





THE TWELFTH ANNUAL CONFERENCE OF THE 
OKLAHOMA CITY CLINICAL SOCIETY 


October 26, 27, 28, 29, 1942 
SEVENTEEN DISTINGUISHED GUEST SPEAKERS 


Round Table Luncheons 
Smoker 


Registration fee of $10.00 includes ALL the above features 
For further information address Secretary, 512 Medical Arts Building, Oklahoma City 


DR. ANDREW W. McALESTER III, Ophthalmology, 
Kansas City, Missouri; 

DR. DONOVAN J. McCUNE, Pediatrics, College of 
Physicians and Surgeons, Columbia University; 

DR. to sg J. NOVAK, JR., Otolaryngology, Chicago, 

inois; 

DR. ALBERT O. SINGLETON, Surgery, Medical Depart- 
ment, University of Texas; 

DR. TOM D. SPIES, Internal Medicine, University of 
Cincinnati College of Medicine; 

DR. HOWARD C. TAYLOR, JR., Gynecology, New York 
University of Medicine; 

DR. WILLARD O. THOMPSON, Internal Medicine, 
University of Illinois Medical School; 

DR. EUGENE F. TRAUB, Dermatology, Post Graduate 
Medical School, Columbia University. 


Dinner Meetings 
Commercial Exhibits 
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RED AND GREEN LABEL | 
DRIED BREWER’S YEAST 


HIGH IN THE WHOLE VITAMIN B 
AND THE P-P (PELLAGRA-PREVENTIVE) FACTOR 





Grain grown dried brewer’s yeast has been and still is the most dependable source of the whole vitamin B; still the 
most potent source of the whole of the P-P (pellagra-preventive) factor. In biological testing, in a diet devoid of any 
B vitamins, grain grown brewer’s yeast makes, unaided, the full test for the whole of the B vitamins. 


If not the first, we were among the first to suggest dried brewer’s yeast for the treatment of pellagra. The suggestion 
came from seeing the exceptionally good growth, reproduction and litter raising results when not over five per cent of the 
yeast was fed in a diet otherwise complete, but vitamin B free diet. 


SHOULD BE POTENT IN IMPORTANT PARTS 


Of course, it is important to know the potency of a dried brewer’s yeast in thiamin, riboflavin, nico- 
tinic acid and the other findable factors. 


IN THE WHOLE OF VITAMIN Bi: 
Current animal assays for the whole of the heat labile By show around 50 units per gram for both 
the Red Label (debittered) and Green Label (straight or undebittered) Vitafood Dried Brewer’s Yeast. 


IN THE WHOLE OF VITAMIN Bz 


The Sherman-Bourquin test for the whole of the heat stable shows from 20 to 30 units per gram. 


POTENCY IN THIAMIN 

A current assay from two of the country’s leading laboratories shows the Red Label Yeast to contain an 
average of 134 micrograms of thiamin per gram; the Green Label an average of 168 micrograms of thiamin 
per gram. The Council on Pharmacy and Chemistry of the American Medical Association in considering 
dried brewer’s yeast for inclusion in N. N. R. tentatively suggests a minimum of 120 micrograms of 
thiamin per gram. 

POTENCY IN RIBOFLAVIN 

The average potency of the Red Label Yeast as determined by the microbiological A. O. A. C. method is 
42.2 micrograms of riboflavin per gram; the Green Label 47.6 micrograms per gram. The standard suggested 
for the N. N. R. is 40 micrograms per gram. 


POTENCY IN NICOTINIC ACID (NIACIN) 


The average nicotinic acid (niacin) content of the Red Label Yeast is 542 micrograms per gram; the 
Green Label is 547 micrograms per gram. The standard suggested for N. N. R. is 250 micrograms per gram. 


NATURAL SOURCE—NO REINFORCEMENT 

These dried brewer’s yeasts are natural sources of the vitamin B complex; no reinforcement in any 
vitamin parts. 

POTENT IN ALL OF VITAMIN B 

The whole of the B vitamins must be had to do the full job. For this test, four pairs of male and female 
animals are put on an otherwise complete diet, devoid of any B vitamin factor, plus five per cent of the 
dried brewer’s yeast. 

Repeatedly, this test has given for both the Red and Green Label Dried Brewer’s Yeast good growth, 
reproduction and litter rearing. 

Currently in the laboratory young animals started at around 42 grams weight, are gaining on the Red 
Label Yeast at the rate of 15.75 grams per rat per week; on the Green Label at the rate of 16.5 grams, 
which is very good. The animals have good appetites, fine fur and bright eyes; are growing. 

In selecting and shipping millions of pounds of dried brewer’s yeast, so successfully aiding in the treat- 
ment and prevention of pellagra, this has been the main test. Dried brewer’s yeasts complying with this 
test give uniformly successful results. 

Samples for clinical or professional use will be sent on request. 


VITAMIN FOOD COMPANY, INC. 
VITAMIN RESEARCH LABORATORIES, INC. 


122 Hudson Street New York, N. Y. 
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sented by colleagues a silver vase to observe his forty years’ 
service with the Department, 


DEATHS 


Grafton D. P. Bailey, North Beach, aged 67, died re- 
cently. 

Dr. Charles Willis Larned, Baltimore, aged 72, died recently 
of hypertensive cardiovascular disease. 


MISSISSIPPI 


At the third quarterly meeting of the Northeast Mississippi 
Thirteen Counties Medical Society which met at Amory early 
in September addresses were made by Dr. John Shelton Horsley, 
Richmond, Virginia, and Dr. Seale Harris, Sr., Birmingham, 
Alabama. 

An army general hospital is to be built in the vicinity of 
Jackson at a cost of approximately $4,000,000 as announced 
by the War Department. The exact location has not been 
decided. The hospital will be of the cantonment type and 
construction handled by the Army district engineers’ office at 
Vicksburg. 

Dr. R. J. Jones, formerly of Greenwood, has been called 
into military service as Captain and is now located with the 
U. S. Army Medical Corps, Headland, Alabama. 

Dr. John S,. Harter, Sanatorium, was elected Governor for 
Mississippi of the American College of Chest Physicians at the 
recent annual meeting. 

The following County Health Officers have gone into service: 
Dr. R. J. Jones, Greenwood; Dr. Joe H. Price, Iuka; Dr. A. L. 
Adam, Natchez, and Dr. J. C. McGuire, Hazlehurst. 

Dr. R. F. Mayer, Director, Claiborne County Health Depart- 
ment, Port Gibson, has resigned to enter private practice. 


MISSOURI 


American Public Health Association will hold its next annual 
meeting at St. Louis, October 27-30. 
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Dr. Herbert L. Mantz, Kansas City, was elected a Governor 
for Missouri of the American College of Chest Physicians at 
the recent meeting of the College. 

Missouri Chapter, American College of Chest Physicians, at its 
last meeting elected Dr. Paul Murphy Koch, President; Dr, 
Sam Snider, Kansas City, Vice-President; and Dr. J. Stocker, 
Mount Vernon, Secretary-Treasurer. 


DeEaTHS 


Dr. John J. Chandler, Lutesville, aged 78, died recently. 

Dr. John Lane Evans, Brookfield, aged 46, died recently of 
myocarditis. 

Dr. Hugo Ehrenfest, St. Louis, aged 72, died recently of coro. 
nary thrombosis. 

Dr. Henry Max Lissack, Concordia, aged 78, died recently 
of cerebral hemorrhage. 

Dr, Aloysius Nicholas J. Dolan, Excelsior Springs, aged 71, 
died recently. 


NORTH CAROLINA 


The Regional Meeting of the American College of Physicians 
scheduled to be held in Winston-Salem in October has been 
indefinitely postponed. 

Dr. Wingate M. Johnson, Winston-Salem, was elected Vice- 
President of the American Geriatrics Society at its organiza- 
tion meeting held in Atlantic City recently. 

Dr. Otis Marshall, formerly of Culpeper, Virginia, has re- 
signed from the Medical Service of the American Red Cross, 
and for the duration will be Director of Health in Industrial 
Surgery for the Ecusta Paper Corporation at Brevard. 

Dr. Merle D. Bonner, Jamestown, was elected Governor for 
North Carolina of the American College of Chest Physicians 
at its recent annual meeting, and Dr. Karl Schaffle, Asheville, 
as Regent of the College. 

Dr. George T. Harrell, Jr., Associate Professor of Medicine, 
Bowman Gray School of Medicine, Wake Forest College, Winston- 
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FOR THE 
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Intensive full time instruction in those sub- 
jects which are of particular interest to the 
physician in general practice. The course 
covers all branches of Medicine and Surgery. 
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Gait study 









If it has 
to do with 
cinematography 


consult KODAK 






Behavior study 


Make it a habit to consult Kodak whenever a question presents itself, 
or a problem arises, in connection with your employment of cinematog- 
raphy...either in your practice or in research. Information and advice are 
freely available as often as you write. For, as you will readily understand, 
the realization of the full potentialities of the motion picture in medicine 


is as important to Kodak as it is to the profession. 


EASTMAN KODAK COMPANY - ROCHESTER, N. Y. 


World's largest manufacturer of photographic and radiographic materials 
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Salem, attended the course in Medical Aspects of Chemical 
Warfare given under the direction of the Medical Division of 
the Office of Civilian Defense at the University of Cincinnati 
Medical School, Cincinnati, Ohio. 

Dr. Milton B. Clayton, Statesville, has been appointed Chief 
Surgeon of the Southern Railway Company and of the lines 
included in the Southern Railway System, except the Cincin- 
nati, New Orleans, and Texas Pacific. He assumed duties Sep- 
tember 1, with headquarters in Washington, D. C, 

Dr. Deryl Hart and Dr. Samuel E. Upchurch, Duke Hospital, 
Durham, were awarded the Silver Medal by the Committee on 
Scientific Exhibits of the American Medical Association for the 
demonstration of their technic for operating room sterilization 
by radiant energy. 

Dr. F. T. Harper, Sanatorium, is Medical Director of the 
Alamance County Sanatorium which opened recently with a 
capacity of thirty beds, twenty-two for white and eight for 
colored. 

Dr. C. D. Armstrong, Health Officer of Salisbury, was chosen 
Representative Director for the North Carolina Tuberculosis 
Association on the Board of the National Tuberculosis Association 
after the Committee on Qualifications reported that the North 
Carolina Tuberculosis Association met all requirements again 
this year and was entitled to have this representative. 

Dr. William Craig Parks and Miss Mary Ruth Brower, both 
of High Point, were married recently. 


OKLAHOMA 


Dr. Henry H. Turner, Oklahoma City, was reelected Secretary 
of the Association for the Study of Internal Secretions at its 
annual meeting. 

Dr. Paul C. Colonna, Professor of Orthopaedic Surgery and 
Chief of the Orthopaedic Service in the University of Oklahoma 
School of Medicine and Crippled Children’s Hospitals, Oklahoma 
City, has resigned his position to accept the position of Professor 
of Orthopaedic Surgery in the University of Pennsylvania School 
of Medicine, Philadelphia. Dr. Willis Kelly West, formerly 
Associate Professor of Orthopaedic Surgery on the Faculty of 
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the School of Medicine, has been appointed Acting Chairman 
of the Department of Orthopaedic Surgery and Acting Chief 
of the Orthopaedic Service in the Hospitals, replacing Dr, 
Colonna. 

Dr. Irwin C. Winter, Associate Professor of Pharmacology, 
University of Oklahoma School of Medicine, Oklahoma City, 
has resigned to accept a position as Medical Consultant with 
the Council on Pharmacy and Chemistry of the American 
Medical Association. 

Dr. A. A. Hellbaum, Associate Professor of Physiology, Uni- 
versity of Oklahoma School of Medicine, Oklahoma City, was 
recently granted a leave of absence for further study at the 
University of Chicago. 

Dr. Carl A Bunde, Assistant Professor of Physiology, Uni- 
versity of Oklahoma School of Medicine, Oklahoma City, has 
resigned to accept the appointment of Assistant Professor of 
Physiology at Baylor University School of Medicine, Dallas, 
Texas. 

Dr. Irvin S. Danielson, Associate Professor of Biochemistry, 
University of Oklahoma School of Medicine, Oklahoma City, 
has resigned to accept a position with the Lederle Laboratories, 
New York City. 

Dr. Floyd Bartheld and Dr. C. E. Lively, McAlester, were 
recently honored before entering the Medical Corps, U. S. Army, 
by a barbecue supper at the country home of Dr. Edwin D, 
Greenberger, McAlester, when the members of the Pittsburg 
County Medical Society met. 

DEATHS 

Dr. J. C. Bushyhead, Claremore, aged 72, died July 11. 

Dr. Dred Rumley Dorente, Ada, aged 61, died recently of 
cerebral hemorrhage and hypertension. 

Dr. Francis C. Myers, Tulsa, aged 62, died recently of a 
heart attack. 


SOUTH CAROLINA 


South Carolina State Hospital, Columbia, has received $75,000 
for the establishment and operation of a research laboratory 
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Throw Away Your Plaster Shears! 
Remove Major Plaster Bandage with Hot Water 


When you use Major Plaster Bandages, you say 
goodbye to difficult cast removal. You and your 
patients alike will be pleased with these strong, light- 
weight casts, easily bivalved or removed without hard 
work on your part or pain to the patient. 
Bandages are put on with cold water, removed with 
hot water, by your choice of two methods. Im- 
mersing or sponging the cast with hot water allows 
you to unwrap it as you would any bandage. Or, 
the cast may be bivalved by scoring it when applied, 
then removed as shown at the right. Order a trial 
supply today . .. your satisfaction is guaranteed. 
Packed one dozen in a tin, priced as follows: 


Size 1-11 Dozen 12 Dozen 36 Duzen 
2723 yds... $1.75 Dos. $1.66 Doz. $1.58 Doz. 
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A. S. ALOE COMPANY 
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Major Hot water from a syringe, applied 
along a scored line, makes bivalving 


of Major casts an easy matter. 








The plaster is disintegrated by the 
water, leaving only the crinoline, cut 
with bandage scissors. 

















Vol. 


ry 








Vol. 35 No. 10 














ITH THE gradual diminishing of ova- 
W rian secretion most women in their 
late forties undergo a startling transfor- 
mation. Vasomotor instability, nervous 
irritability, and emotional disturbances 
engendered by the deficiency of estro- 
genic hormone may, as has been so aptly 
described, “turn a placid and affectionate 
woman into an irritable termagant.*”’ 


Administration of Dimenformon, the 
Roche-Organon brand of the pure fol- 
licular hormone, a-estradiol, and Dimen- 
formon Benzoate, the benzoic acid ester, 
brings about a total remission of the dis- 
tressing symptoms and offers the meno- 
pausal woman complete comfort. Her 
mental energy, serenity and optimistic 
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outlook are restored; her physical vigor 


is improved, 

These effective Roche-Organon estro- 
genic preparations offer the advantages of 
marked potency, prolonged action, conven- 
ience of treatment, and economy. Fur- 
thermore, unlike the artificial estrogens, 
Dimenformon and Dimenformon Benzoate 
seldom produce toxic side-effects, such as 


headache, nausea, vomiting and dizziness. 


Literature and dosage schedules on 
request. 


* Lancet, 1942, 1:479. 


ROCHE-ORGANON, INC. 


ROCHE PARK + NUTLEY, N. J. 


In Canada: Roche-Organon (Canada) Ltd., Montreal and Toronto 
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which is to be known as The Ensor Research Foundation. Dr. 
C. Fred Williams is one of the trustees. 

Dr. George Benet, Columbia, has been ordered to active duty 
as Lieutenant Colonel, Medical Reserve Corps, and is located 
at Carlisle Barracks, Pennsylvania. 

Dr. R, B. Durham, Columbia, is now Surgeon for the peni- 
tentiary and the industria! schools, filling these positions while 
Colonel George Benet is in active army duty. 

Dr. Paul K. Switzer, Jr., formerly of Union, is now stationed 
at Fort Benning, Georgia. 

Dr. George R. Laub has opened an office in Camden for 
the practice of eye, ear, nose and throat. 

Dr. Robert J. Black, Ruffin, has entered the service of the 
armed forces. 

Dr. James Higgins McIntosh, Columbia, was honored when 
patients and friends of the community donated a portrait of 
him to the Columbia Hospital. The portrait was presented in 
special exercises on August 6. 

Dr. William S. Bethea, Latta, is now stationed at Morris 
Field, Charlotte, North Carolina. 

Dr. E. T. Kelly, Kingstree, has been ordered to active service 
as Major, U. S. Army Medical Corps. 

Dr. Henry Herbert, formerly of Florence, now a Lieutenant 
in the Medical Corps, U. S. Army, is stationed at Bainbridge, 
Georgia. 

Dr. J. F. Hair and Dr. B. E. Ford, County Health Officers 
of Aiken and Clarendon Counties, respectively, have been ordered 
to active duty in the Medical Corps, U. S. Army. 

Dr. F. P. Coleman, Columbia, has reported to San Antonio, 
Texas, for active army duty with the rank of Captain. 

Dr. Ralph E. Brown, Barnwell, has reported for active duty 
in the Medical Corps at Camp Rucker, Alabama. 

Dr. Robert P. Walton, formerly Professor of Pharmacology at 
the University of Mississippi School of Medicine, University, 
Mississippi, has accepted the position of Professor of Pharma- 
cology at the Medical College of the State of South Carolina, 
Charleston. 
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Dr. M. M. Teague, Laurens, has reported for duty as a 
reserve officer at Biggs Field, El Paso, Texas. 

Dr. Wallace D. McNair, Jr., Aiken, has reported for duty at 
Wellston Air Depot. 

Dr. W. G. Morehouse, Columbia, has been commissioned 
First Lieutenant and has reported for military duty, 

Dr. W. S. Hall, Columbia, has been commissioned First 
Lieutenant, Medical Corps, U. S. Army, and reported for military 
duty. 

Dr. Jenning Cleckley, Bamberg, Lieutenant (sg), Medical 
Corps, U. S. Navy, has been ordered to duty at sea. 

Dr. Julius Howard Stokes, Florence, has been appointed Assis- 
tant Secretary of the South Carolina Medical Association. 

Dr. Foster M. Routh, Columbia, and Dr. Kathleen A, Riley, 
Florence, have been elected to serve as Physicians for the Uni- 
versity of South Carolina, Columbia, during the absence of Dr, 
Edward H. Law, Columbia, who is on leave of absence with 
the Army. Dr. Routh will serve as physician to men and Dr, 
Riley as physician to women and in addition they will teach 
classes in the Department of Hygiene. 

Dr. George E. Parkhurst, Charleston, Assistant Surgeon, U. §, 
Public Health Service, has been assigned as Director of the 
venereal disease program of the Charleston County Health De- 
partment. 

Dr. William Smith Brockington, Charleston, and Miss Flor- 
ence Virginia Blake, Kingstree, were married recently. 


DEATHS 


Dr. H. Clay Foster, Beaufort, aged 67, died recently of coro- 
nary thrombosis. 

Dr. William Miller Thorne, Charleston, aged 61, died recently 
of coronary occlusion. 


TENNESSEE 


Tennessee Radiological Society at its recent annual meeting 
held in Memphis elected Dr. Horace D. Gray, Memphis, Presi- 
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- . . Although evidence for the pathogenic nature 
of Giardia lamblia is not conclusive, this microorganism 
may possibly be the cause of diarrhea, abdominal pain 
and other symptoms of the clinical picture commonly 
referred to as giardiasis. 


It has recently been demonstrated that Giardia lamblia 
can be eradicated from the intestinal tract with remark- 
able promptness by the administration of Atabrine 
Dihydrochloride. 


The usual dose of Atabrine Dihydrochloride is 0.1 Gm. 
three times daily for five days. 


inctnininines E 


Reg. U. S. Pot. Off. & Canada 


DIHYDROCHLORIDE 


Brand of Quinacrine Hydrochloride 
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Pharmaceuticals of merit for the physician 
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will lighten your burden 
on the civilian front 


While the armed services continue to draw heavily upon the ranks 
of professional men, there remain thousands of physicians who must 
assume the increased burden of protecting the health of the civilian 
population. Now, more than ever before, the constant serviceability 
of equipment is important . . . today, quality counts! 


Factually, there are over 200,000 Baumanometers in use in hospitals 
and offices of private practitioners. Under the existing emergency, 
physicians cannot afford to be handicapped by using instruments that 
have lost their inherent accuracy. Aside from the clinical aspects, this 
would result in loss of time—and time is a vital factor. Accurate, 
trouble-free bloodpressure service is indispensable. Why not order a 
precision-tested, true mercury- gravity Baumanometer without delay, 





Get the FACTS and you will buy a Lifetime Baumanometer 


STANDARD FOR BLOODPRESSURE 





Your dealer can supply you 


W. A. BAUM CO., INC. NEW YORK 


ORIGINATORS AND MARKERS OF BLOODPRESSURE APPARATUS EXCLUSIVELY 





TRADE MARK 
REG. U, S. PAT. OFF, 


30 Rockefeller Plaza 








INSFECTING 


Operatives inspect individual 
bottles to safeguard against 
bottling defects. 

(Brooklyn, N. Y., Lab.) 


Send for illustrated booklet 
on method of manufacture and 


data on Kalak. 


“Yelak  Kalak Water Company of New York, Inc. 


New York, N. Y. 
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A FENWAL SYSTEM 
INSTALLATION is a 
measure of security 


This complete, relatively inexpensive 
equipment affords the hospital a sim- 
plified, accurate means of preparing 
storing and replenishing their supply 
of safe parenteral fluids with mini 
mum dependence upon factors be 


yondthe hospital's immediate control 





These highlights are important — 


Enables the hospital to prepare their requirements at 
an amazingly low per-liter cost... cuts expense. 







Multi-sized Fenwal Container-dispensers and TEL-O- 
SEAL hermetic closures can be used repeatedly. They 
provide for safe storage under 29 inches of vacuum... 
indefinitely. A Tel-O-Seal fits any size container. 






The sterility of solutions may be periodically checked 
without breaking the hermetic seal or contaminating 
the contents. 


Administration is made from original containers. 


Containers and equipment are designed to facilitate 
rapid, thorough cleansing. i 





We invite your direct inquiry J 


MACALASTER BICKNELL COMPANY 


243 Broadway Cambridge, Massachusetts 


— a —_— —~— - SS. OE ont 2 


THE SOLUTION DESIRED AT THE INSTANT REQUIRED 





Send for descriptive 
brochure 
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When pain interrupts the patient’s abil- 
ity to work, you can often shorten the 
time of disability by prompt use of a 
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INFRA-RED 
LAMP 





hBURDICK CORPORATION 


MILTON, WISCONSIN 





The Burdick Corporation Dept. SM10-42 
Milton, Wisconsin 
Gentlemen: Please send me information on the 
Burdick Zoalite 

Oi for office use 

C) for hospital use 

© for industrial first-aid use 
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dent; Dr. Franklin B. Bogart, Chattanooga, Vice-President; and 
Dr. John Marsh Frere, Chattanooga, Secretary-Treasurer. 

Dr. Raymond Crowe, Nashville, was elected a Governor of 
the American College of Chest Physicians at its recent annual 
meeting. 

Dr. Philip Henry Livingston, Chattanooga, and Miss Jean 
Doris Wicksman, Nashville, were married recently. 


DEATHS 


Dr. Olon H. Coleman, Major, Medical Corps, U. S. Army, 
formerly connected with the Tennessee Public Health Depart- 
ment at LaFollette, aged 34, died July 20, in African Middle 
Eastern theatre of war of natural causes. 

Dr. George C. Horne, Jonesboro, aged 71, died July 19. 

Dr. Ambrose L. Jones, Greenback, aged 73, died July 4, 

Dr. Frank B. Kimzey, Union City, aged 41, died recently of 
angina pectoris. 

Dr. James Clyde Overall, Murfreesboro, aged 61, died 
August 9. 

Dr. Jefferson Davis Singleton, Maryville, aged 79, died recently. 

Dr. Charles V. Stephenson, Centerville, aged 77, died recently 
of arteriosclerosis. 


TEXAS 


The next annual meeting of the State Medical Association 
of Texas will be held in Fort Worth, May 3-6, 1943, instead 
of San Antonio, as originally planned because a large proportion 
of the guest rooms of the hotels at San Antonio are under per- 
manent occupancy by military and governmental authorities. 

Texas Ophthalmological and Otolaryngological Society will 
meet at Dallas, December 11 and 12. 

Texas Pediatric Society will meet at San Antonio, October 
30-31. 

The Army Hospital now under construction at Temple will 
be named the McCloskey General Hospital in honor of Captain 
James A. McCloskey, the first regular Army Medical Officer 
to be killed in the present war. He entered the regular Army 
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With the Daily Log you can help 
eliminate tedious hours of record keeping—avoid any 
uncertainty as to your financial records. The Daily 
Log system requires NO bookkeeping training, pro- 
vides convenient forms for practically every phase of 
your practice. Used by thousands of physicians and 
surgeons for 15 years. Complete $6.00. 


FREE EXAMINATION of the Daily Log system—ask for 
16 pg., illustrated booklet ‘“‘Adventures of Dr. Young in Field 
of Bookkeeping”. WRITE .. . 


COLWELL PUBLISHING CO. 
142 W. University Champaign, Illinois 
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Chicago Eye, Ear, Nose & Throat College 
Established 1897 
231 W. Washington St., Chicago, IIL. 
Practical postgraduate course in Ophthalmolo- 
gy and Otolaryngology. 
Doctors admitted at any time for review and 
clinical observation. 


OSCAR B. NUGENT, M.D., Director 
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Facilitates Early Administration 
of “A and D” Vitamins 


Because the period of greatest susceptibility to rickets and poor calcium 
mobilization is in the early months of life, it is important that full adequate 
protection be achieved as soon as is practicable—certainly by the end of the 


second month of life. 


The use of White’s Cod Liver Oil Concentrate facilitates early administra- 
tion even in premature and feeble infants, in whom it is usually difficult and 
occasionally impossible to attain adequate intake of cod liver oil. 


WHITE'S COD LIVER OIL CONCENTRATE 


—available in Liquid, Tablet and Capsule 
forms. The Liquid is especially suited to in- 
fant administration; the Tablets are recom- 
mended for children and adults; the Cap- 
sules are an excellent source of higher 
potencies. 

Despite its advantages in potency, sta- 
bility, palatability and convenient dosage 
forms, the cost of White’s Cod Liver Oil 


Concentrate has always compared favor- 
ably with that of plain cod liver oil. The 
current shortage of oil, however, has al- 
ready resulted in much higher prices for the 
plain oil, and accordingly the economy to 
patient of White’s Cod Liver Oil Concen- 
trate becomes steadily more marked. 

Ethically promoted—not advertised to the 
laity. White Laboratories, Inc., Newark,N.J. 
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service in January, 1936, and was killed in action in the Philip- 
pine Islands. 

Dr. Edgar Jacob Poth, formerly of Johns Hopkins Hospital, 
Baltimore, Marylend, has been appointed Assistant Professor 
of Surgery at the University of Texas School of Medicine, 
Galveston, taking the place of Dr. R, M. Moore, who is on 
leave of absence for military service. 

Beaumont Charity Hospital plans recently received final ap- 
proval by the Municipal Hospital Board and have been sent 
to the Defense Public Works Agency which will supplement 
City funds by a grant of $84,000. The total project in con- 
nection with the construction of the hospital will cost approxi- 
mately $250,000. 

There was recently dedicated to the late Dr. William J. Sparks, 
Poolville, by hundreds of former patients and friends a granite 
memorial shaft which was placed in the public square of the 
town of Poolville under the sponsorship of the school trustees. 
It was given by Orville Bullington, an attorney of Wichita 
Falls, as an expression of the appreciation for aid and counsel 
given him and other youths reared in the Poolville community. 
Dr. Roy H. Gough, Fort Worth, representing the State Medical 
Association, gave the dedicatory address. 

Dr. B. W. Wood, Director of the Jefferson County Health 
Unit, has been appointed Health Officer of Port Arthur to 
replace Dr. F. J. Beyt, who entered active service in the 
Medical Corps, U. S. Army. 

Dr. Homer Donald, Dr. Curtice Rosser and Dr. David W. 
Carter, Dallas, were recently appointed adjutants in the health 
emergency medical service for the Dallas City-County Civilian 
Defense Council. Dr. Ozro Woods is Chief of the service. 

Dr. Allen Shields, Victoria, has assumed control of the Vic- 
toria Hospital. 

Dr. Joseph T. Roberts, 
Anatomy, University of Texas 


Assistant Professor of Medicine and 
School of Medicine, Galveston, 
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has been appointed Director of the Experimental Laboratory of 
the University of Texas Medical Branch. 

A portrait of Dr. William S. Carter was purchased by the 
University of Texas Medical Alumni Association and recently 
presented to the University of Texas Medical Branch, Galveston, 
Dr. Carter was appointed to the School in 1897 as Professor 
of Physiology and served as Dean from 1903 to 1922 and again 
from 1935 to 1938. 

Dr. Pashnpati J. Sarma, formerly Associate Professor of Sur- 
gery, University of Illinois College of Medicine, Chicago, Illi- 
nois, has been promoted to the rank of Colonel in the Army 
while serving at Camp Barkeley. 

Dr. Hanes Brindley, Temple, and Miss Julia Martha Barton 
were married recently. 


DEATHS 


Dr. J. F, Adcock, Wichita Falls, aged 39, died recently of 
heart disease. 
Dr. E. Adam Bendow, Luling, aged 60, died recently of coro- 
nary occlusion. 
Dr. J. MM. 
angina pectoris. 
Dr. Albert Olin Menefee, Tatum, 
heart disease. 

Dr. John Oliver McReynolds, Dallas, aged 77, died recently 
of carcinoma of the stomach. 

Dr. C. B. Stewart, Huntington, 


Hubert, Cleveland, aged 68, died recently of 


aged 77, died recently of 


aged 64, died recently. 


VIRGINIA 


Alexandria Medical Society has elected Dr. J. Cameron, Presi- 
dent; Dr. Alfred Abramson, Vice-President; and Dr. S. H. 
Williams, Secretary-Treasurer, reelected, all of Alexandria. 
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Blood and Urine. 


ling reaction. 
bined form in blood and urine. 


amount of time. 
$23.50 F. O. B. Towson, Baltimore, Md. 


LaMOTTE BLOOD CHEMISTRY SERVICE 


New LaMotte Outfit for the Determination 
of Sulfanilamide, Sulfapyridine, Sulfathi- 
azole, Sulfaguanidine and Sulfadiazine in 


Latest improved procedure employs N (1- 
Naphthyl) ethylenediamine dihydrochloride 
and Ammonium Sulfamate in the coup- 
Determines free and com- 
This simple procedure enables 
one to determine one or all five of these drugs in a minimum 
Outfit is complete with instructions. 


LaMOTTE CHEMICAL PRODUCTS CO., Dept. S, Towson, Baltimore, Maryland 


This Service includes a series 
of similar outfits for conduct- 
ing the following accurate 
tests: Blood Sugar, Blood 
Urea, Icterus Index, Phenol- 
sulphonphthalein, Urine pH, 
Blood pH, Gastric Acidity, 
Calcium - Phosphorus, Blood 
Bromides, Blood Proteins, 
Urinalysis. 


Price 








To Assure Quick Dependable Response 


Discriminating Physicians are Prescribing 
the easily soluble 


DUBIN AMINOPHYLLIN 


THEOPHYLLINE 


American Made from American Materials 


H.E.DUBIN LABORATORIES 
tnCORPORATED 
250 E.43% St. New York. N.Y. 
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The lengthening of the average life 
span has introduced a new medical 

of problem, namely, that of nutrition- 
al protection during old age. 


Loss of appetite, lowered metabo- 
of : lism, slowing of digestion and other 
functions tend to result in a state 
of nutritional deficiency. 

y “It is too common for elderly 
persons to reduce their diet 
by limiting food essentials— 
few apparently drink any milk 
at all, and deficiency of vita- 
mins may be more common in 
old age than is recognized.”’* 

To encourage the greater consump- 

tion of Nature’s nearest approach 

to perfect food, why not prescribe 


HORLICK’S 


FORTIFIED 


Ideal as an integral part of the 
dietary of senescence, Horlick’s 
Fortified, in water, or in milk 
Provides basic nutrition in liquid 
form 
Imposes little or no strain on di- 
gestion 
Insures a recognized daily mini- 
mum requirement of Vitamins 


A, Bi, D and 50% of G. 


Recommend 
HORLICK’S 


The Complete Malted Milk— 
Not Just a Malt Flavoring for 
Milk. 


**The Care of the Aged”, Edit., 
J.A.M.A., 109:26, Dec. 25, 1937. 


HORLICKS 
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Augusta County Medical Society has elected Dr. H. J. Morton, 
Stuarts Draft, President; Dr. J, . Thomas, Greenville, Dr. 
George Kinser, Waynesboro, and Dr. W. M. Phelps, Staunton, 
Vice-Presidents; Dr. Alex F. Robertson, Jr., Secretary; and 
Dr. J. E. Womack, Staunton, Treasurer. 

Botetourt County Medical Society has elected Dr. L. A. Micou, 
Eagle Rock, President, and Dr. E. B. Morgan, Fincastle, Sec- 
retary. 

Fauguier County Medical Society has elected Dr. V. L. Mc- 
Cullers, Remington, President; Dr. W. G. Trow, Warrenton, 
and Dr. Wade C. Payne, Haymarket, Vice-Presidents; and Dr. 
J. Frank Folk, Warrenton, Secretary-Treasurer. 

Wise County Medical Society has elected Dr. W. B. Barton, 
Stonega, President. 

Medical College of Virginia, Richmond, recently received a 
gift of $1,000 for student loans from Miss Mary E. Williamson 
and a grant of $10,500 from the American Tobacco Company 
for research in physiology and pharmacology. 

Dr. Edward M. Holmes, Jr., for several years Director of 
the Division of Venereal Disease Control of the State Depart- 
ment of Health, has been assigned as Venereal Disease Control 
Officer at Randolph Field, Texas. Dr. Wallace E. Baker, 
Petersburg, Assistant to Dr. Holmes, has been named Acting 
Director of the Division of Venereal Disease Control for the 
duration. 

Dr. Hubert D. Crow has been appointed Director of a com- 
bined district health unit comprising the counties of South- 
hampton, Isle of Wight, Nansemond and the City of Suffolk, 
with headquarters in Suffolk. 

Dr. Hugh C, Henry, Richmond, Director of State Hospitals, 
was recently appointed Commissioner of Mental Hygiene and 
Hospitals, a newly created position provided in the state 
government reorganization act. 

Dr. H. Cantor, formerly of Petersburg, and also formerly of 
the 45th General Hospital of the Medical College of Virginia, 
is now in England as Chief Surgeon of the 151st Station Hospital. 

Dr. F. B. Teague, Martinsville, has been named Acting Sec- 
retary of Patrick Henry Medical Society, replacing Dr. H. M. 
Price, who has been called into the Army. 
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Dr. Huston St. Clair, Tazewell, was recently chosen President 
of the Virginia State Chamber of Commerce. 

Dr. Edgar Gammon, President of Hampden Sydney College, 
has been appointed by the Governor as a member of the Legis. 
lative Committee to study medical licensure. 

Dr. Julius C. Hulcher, Lt., Medical Corps, U. S. Army, 
Richmond, and Miss Elsie Wade, Pulaski, were married August 14 
Dr. Hulcher is at present stationed at Camp Lee with Generaj 
Hospital No. 45. 

Dr. J. T. Booth, Ashland, has been appointed county jail 
physician. 

Dr. R. L. Hillman, who served Emory and Henry College 
for the past seventeen years as College Physician and head of 
the. Department of Biology, has taken up industrial practice for 
the duration of the war, and is now employed by the Clinch. 
field Coal Corporation of Clinchco. 

Dr. Theodore Maisel, who was associated in practice with 
Dr. Marvin E. Nuckols for three years, until the time of his 
death, has moved his offices to 2618 Grove Avenue, Richmond, 

Dr. J. E. K. Flannagan, recently of Richmond, is now located 
in Marion, where he is associated with the Lee Memorial 
Hospital. 

Dr, J. G. Jantz, after a time spent in private practice in 
Kansas, has returned to Bedford where he is engaged in surgical 
work at the John Russell Hospital, which was recently organized. 

Dr. Kenneth N. Byrne, Lexington, who entered the Army 
several months ago with the rank of Lieutenant, has been 
promoted to Major in the Medical Corps and is now serving 
as Chief of Infirmaries at Fort Eustis. 

Dr. L. C. Haynes, formerly of Mt. Jackson, is now at the 
Veterans Administration Facility in Waco, Texas, where he is 
taking special training in the Adjudication Department as rating 
specialist medical. 

Dr. Florence I. Mahoney, for several years Physician to the 
Mary Baldwin College, Staunton, is now connected with 
Stephens College at Columbia, Missouri. 

Dr. John Edgar Stevens, Lieutenant, Medical Corps, U. S. 
Army, and Miss Charlotte Ruth Mooers, both of Richmond, 
were married recently. 

Dr. William Russell Jones, Jr., Medical Corps, U. S. Army, 
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Atonic Constipation 


The therapeutic aim in atonic constipation is readily achieved with Cholmodin. Con- 
taining deoxycholic acid and extract of aloes, it raises the tonicity of the bowel wall, 
increasing contractility and peristaltic activity. Thus Cholmodin, unlike most mea- 
sures employed in the treatment of constipation, acts in a physiologic manner, and 
upon both the upper and the lower bowel. It usually results in soft, formed stools, 
without excessive purgation or discomfort. Cholmodin finds its greatest field of use- 
fulness in the constipation of the aged, of pregnancy, and in patients of sedentary 


Prescribe original boxes of 50 tablets. Dosage, 2 tablets two or three times daily. 


Riedel-de Haen, Inc. 
105 Hudson St., New York, N. Y. 





Reg. U.S. Patent Off. 
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Commando raids are dramatic and do their share in help- 
ing us win the war. Less spectacular, but equally important 
to Victory, is the role of nutrition in building a strong 
hard-hitting America. 

COCOMALT, the enriched food drink, is doing its part in 
the all-out effort toward better states of nutrition. For, 
COCOMALT contains vitamins A, B,, D and the minerals 
calcium, phosphorus and iron . . . all essential factors in 
well-balanced diets. 

More and more physicians are recommending this de- 
licious food drink for the entire family. The rich, full flavor 
of COCOMALT, either hot or cold in milk, is a delightful 
drink for those who will not ordinarily drink milk alone. 


ocomalt 


ENRICHED FOOD DRINK 
R. B. DAVIS COMPANY, Hoboken, N, J. 
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and Miss Frances Carlyle Creath, both of Richmond, were 
married August 3. 
Dr. Hunter Sheppard Jackson and Miss Elizabeth Marr Ash- 
brooke, both of Richmond, were married August 12. 
Dr. W. John Walker, Lynchburg, and Mrs. Millian Brooke 


Somerville, Richmond, were married August 19. 
DEATHS 


Dr. Frederick D. Brown, Richmond, aged 54, died recently. 

Dr. Thomas Chalmers Clark, Arlington, aged 89, died recently 
of cerebral hemorrhage and arteriosclerosis. 

Dr. Charles Lewis Dillon, Boone Mill, aged 73, died recently. 

Dr. Robert Newton Graham, St. Charles, aged 63, was killed 
by a train July 29. 

Dr. Horace Taylor died 
July 30. 

Dr. Benjamin Alonza Rice, Forest, aged 63, died recently of 
coronary thrombosis. 


Hawkins, Waynesboro, aged 54, 


WEST VIRGINIA 


A Committee on Conservation of Vision has been appointed 
by Dr. R. O. Rogers, President of the West Virginia State Medical 
Association, to cooperate with the National Society for the 
Prevention of Blindness and with the Committee on Conservation 
of Vision and Prevention of Blindness of the American Medical 
Association in matters which pertain to the conservation of 
vision in West Virginia. He appointed on the Committee 
Dr. V. E. Holcombe, Charleston, Chairman; Dr. Welch England, 
Parkersburg, and Dr. R. A. Tomassene, Wheeling. 

The following physicians have been appointed on the Pub- 
licity Committee of the West Virginia State Medical Association: 
Dr. James L. Wade, Parkersburg, Chairman; Dr. Walter E. 
Vest, Huntington, and Dr. W. W. Point, Charleston. 

Dr, Edmond O. Gates, Welch, who was commissioned a 
Major in the Medical Corps, U. S. Army, several months ago 
and who has been on duty with the 14th Station Hospital at 
Camp Edwards, Massachusetts. has been commissioned a Lieu- 
tenant Colonel. His hospital unit has been ordered overseas 
for active duty. 


October 1942 


Dr. Otis G. King, recently on the staff of St. Luke’s Hos- 
pital, Bluefield, has entered the Medical Corps, U. S. Army, 
and reported for duty at Fort Eustis. 

Dr. Athey R. Lutz, Parkersburg, has entered the Army Medi- 
cal Corps with the rank of Major. 


| Classified Advertisements 











RATES for insertion in the Classified Column are as follows: $2.00 
minimum, which includes the first 50 words; for each word in 
addition to the original 50 words, the charge is 3c. 





EDITING—Preparation of papers and reports, indexing, abstract- 
ing, bibliographies and similar services to physicians. Address in- 
quiries to Elizabeth M. McFetridge, M.A., 4810 St. Charles Ave- 
nue, New Orleans, Lovisiena. 


BOOK BINDING—Southern Medical Journal bound in attractive, 
substantial Buckram Library Binding, backs gold tooled, $2.50 per 
volume. Write us for prices on other books you want bound; 
magazines, journals, Bibles or anything you want to put in book 
form. Reference, Southern Medical Association. Alabama Trade 
Bindery, General Bookbinders, 1627!2 First Avenue, North, Bir- 
mingham, Alabama. 





surgeon with wide gynecologic 





POSITION WANTED—General 
experience and with quite extensive industrial and traumatic 
experience desires change to better environment. Now surgeon 
to a large industrial hospital. Draft exempt, 44, licensed Texas, 
Arkansas and Kentucky. Member of State and Southern Medical 
Associations. Compensation open. Small hospital or clinic pre- 
ferred. AB, care Southern Medical Journal, Birmingham, Alabama. 





OINTMENT SPECIALISTS SINCE 1900 





1063 Bardstown Road 


Since originating the Ophthalmic Ointment business via the pointed 
tip tube, forty-two years ago, M. E. S. CO. has constantly strived to 
bring to the profession the most comprehensive line of Ophthalmic 
Ointments obtainable, in package form that is convenient—both from 
the standpoint of dispensing and prescribing. 


M. E. S. CO., being pioneers in the Ophthalmic Ointment field, feel 
that they are able to bring you the finest, most carefully compounded 
products to be had. And because we specialize in Ophthalmic Oint- 
ments alone, our prompt service is unexcelled. 


A card from you will have our list in your hands 
by return mail. 


MANHATTAN EYE SALVE CO., INC. 


Louisville, Kentucky 
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PABLUM 


originated 
IN 1933 


Copyright 1940, Mead Johnson & Ga, 


I WANT MORE PABLUM! 


Pablum is a palatable mixed cereal food, vitamin and mineral enriched, composed of wheatmeal 
(farina), oatmeal, wheat germ, yellow cornmeal, powdered beef bone, sodium chloride, alfalfa 
leaf, powdered yeast, and reduced iron, thoroughly cooked and dried. Pablum needs no further 


and can be prepared directly in the cereal bowl simply by adding milk or water, hot 


During the past decade, Pablum has been the basis of many significant clinical studies 


a 
Bibliography on request. 


ox col 
and is mentioned favorably in numerous medical textbooks and papers. 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A, 
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DEXTRI-MAI MALTOSE 


TRADE MARKS MEG. U.S. Pat Ore 


Aproduct consisting of maitose 

and dextrins, resulting from the 

enzymic action of barley mait 
on cereal starch. ~ 


WITH 
SODIUM CHLORIDE 2% 
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MEAD JOHNSON. 
EVANSVILLE, IND., U 
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HE use of cow’s milk, water and carbohydrate mixtures represents the one system 
of infant feeding that consistently, for three decades, has received universal pediatric. 
recognition. No carbohydrate employed in this system of infant feeding enjoys so rich 
and enduring a background of authoritative clinical experience as Dextri-Maltose. 
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are set down 
on prescriptions 


for pharmaceuticals 


more often... 
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